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Foreword 


Books about population and demographic change usu- 
ally center around programs, social processes, and numbers. This book looks at 
the history and evolution of policy commitment underpinning four govern- 
ments’ population efforts over the past half-century. What are the essential el- 
ements of political commitment that will sustain a successful population 
program? Can the core features be teased out in a cross-cultural comparison? 
How should these features be assessed? Have foreign influences—primarily 
from the United States—really been motivating and sustaining factors? Does 
the gap between elite and public perceptions of population issues affect policy? 
These are some of the questions that this interesting book explores. 


HISTORY AND POLITICAL CONVICTION 


Egypt, India, Kenya, and Mexico began their demographic transitions at differ- 
ent times, under different political circumstances, and at different levels of eco- 
nomic development. India and Kenya, newly independent, seemed confident 
that the development policies they adopted would ensure improvement in the 
welfare of even rapidly expanding populations. Egypt and Mexico appeared 
similarly convinced that finding the right development formula could render 
population growth a neutral or even positive growth factor. Yet warning voices 
were heard also in all four countries. In Egypt, India, and Mexico some promi- 
nent intellectuals and thinkers had expressed concern in the 1940s, and even 
earlier, that continued rapid population growth could defeat development 
progress. Similar voices were heard in Kenya in the early 1960s. 
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INDEPENDENCE PERIOD 


Each of the studies in this book details the ambivalence within governments 
about whether population growth was holding back the pace of economic de- 
velopment. Thus in Mexico, as Brambila records, intellectuals and academics, 
who have historically been influential in population policy formulation, more 
recently displayed little conviction on population policy—perhaps reflecting 
the continuing lack of international consensus among economists about the re- 
lationship between population growth and development. 

For a political leader to launch a population program requires a high de- 
gree of conviction and courage. The voices opposed will be shrill, single-issue 
focused, and able to mount campaigns using the powerful symbolism of reli- 
gion, tradition, and nationalism. Kenya and Mexico both had strongly 
pronatalist societies when their programs were launched; Egypt, a long tradi- 
tion of large families and early marriage. Why then were the programs even 
begun? Certainly none of them sprang into life as a response to a visibly strong 
public demand. 

The answers appear to support the thesis that population policies are top- 
down, emerging when elites become convinced that neither human welfare nor 
economic development goals will be achieved at high levels of demographic 
growth. A cross-country comparison suggests that there is nothing automatic 
about this conviction spreading through the layers of government officials. 
Egypt has shown at best an on-again, off-again support for population policy. 
Ibrahim and Ibrahim’s fascinating survey of attitudes among Egyptian 
decisionmakers shows an indifference and lack of conviction prevailing even 
today on the significance of rapid population growth for the country’s welfare. 
In Kenya, the 1967 antinatalist strategy introduced under Mboya was in abey- 
ance for the next dozen years; Kenyatta was strongly opposed to any limitation 
of fertility. Only Indian policy shows a consistently strong concern about popula- 
tion growth, though with varying views of how to achieve the desired results. 

It is interesting to compare the outlook of all of these countries with the 
policy climate in the Asian “tigers,” whose energetic population programs in 
the 1960s and 1970s commanded widespread public adherence and acceptance, 
in part also due to better social setting. The early fertility declines that resulted 
in turn permitted much higher per-child investments in education and helped 
to promote rapid economic growth. 


POLICIES AND PUBLIC MOTIVATION 


Does the existence of a national demographic goal make a difference in moti- 
vating the public? Is a family’s behavior influenced by the fact that the govern- 
ment wishes population growth to diminish? Each of the four countries 
studied had programs of public information that included strong appeals to 
have fewer children for the sake of national wellbeing. But economic realities 
did not seem to support the plea. Visaria and Chari point out that in India, 


FOREWORD xi 


most people’s lives had improved markedly since the 1950s, so that appeals 
based on the assertion that decreased population growth was essential for in- 
creased national prosperity did not correspond to the recent experience of most 
families. Kenya enjoyed agricultural growth of 6 percent during the 1970s, a 
figure almost twice as high as the remarkably high population growth figure of 
3.4 percent. Again, there was public disbelief that high fertility and prosperity 
could not coexist. The surveys of Egyptian, Kenyan, and Mexican attitudes 
shows some, but not exceptional change in these beliefs over the decades. 


THE ROLE OF FOREIGN INFLUENCE 


And what of the foreign role? Certainly the US Government encouraged each 
of these governments at different times to adopt more active approaches. 
USAID designed country-specific policy presentations using computer-simu- 
lated forecasts of employment, public expenditures, and food needs at different 
rates of population growth; these were presented at the highest political levels 
in many countries. Foreign aid to family planning programs was made avail- 
able in significant quantities, from a great variety of sources. 

And yet these studies separately and together suggest that to see the idea 
of an active family planning program as a US creation is to miss the point. As 
noted above, serious thinkers in Egypt and India drew attention to the popula- 
tion problem in the 1930s and 1940s. The foreign funding of population pro- 
grams has rarely exceeded 20 percent of the costs of the Indian program. Only 
in Kenya are external forces—principally the World Bank and the US—seen as 
having played the dominant role in policy determination. On the budgetary 
front, Kenya never saw itself paying for even one-half of the needed program 
expenses. 


POPULATION POLICY AND PROGRAM DESIGN AND MANAGEMENT 


India and Mexico both centralized their population programs to underline the 
national importance of the goals; in their federal systems this move ran counter 
to the state responsibilities for health and social welfare. In India the law of 
perverse consequences produced the result that less attention and less priority 
may have been accorded these programs by the local implementing agencies 
because they were always sure of getting this particular budgetary allocation. 
The difficulties that health departments have had in playing a coordinating 
role, and that stand-alone programs have had with health departments, are 
permanent features of the programmatic landscape of population policy in 
most countries. 

These studies cast an interesting light on the role and impact of unfeasible 
demographic targets, which have persisted in most of these programs over a 
30-year period. Egypt, India, and Mexico each at some time adopted wildly 
optimistic to highly improbable targets, presumably to underline the perceived 
gravity of the situation and to spur the public to more urgent reconsideration 
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of family-size intentions. A common mistake was not to factor in eaprove- 
ments in life expectancy. The authors are less clear as to whether unrealistic 
targets served to discredit the policies and/or detract from their importance, 
although Visaria and Chari believe that this element is part of a general dis- 
crediting of the Indian family planning program that has occurred over the 


past two decades. 


ELEMENTS OF POPULATION POLICY: FAMILY PLANNING 
AND BEYOND 


But what is a population policy? Jain has done as much as anyone over the 
years to remind us that the provision of contraceptive and family planning 
services meets only the needs of those who would otherwise experience un- 
wanted fertility. Those who strongly desire large families will be unlikely to 
change that view simply because of the proximity, availability, or quality of 
family planning services. Increase in desire for small families is essential for 
couples to control their childbearing by delaying marriage and practicing con- 
traception made available through family planning programs. Desired fertility 
and the timing of childbearing are more likely to be affected by girls’ educa- 
tion, legal changes, the availability of employment alternatives for women, 
social security, and better health services to reduce infant mortality and im- 
prove family wellbeing. These factors contribute as significantly as contracep- 
tive availability to fertility decline at different stages of the demographic 
transition. 

The reproductive health approach, however, is not as new as some would 
claim—particularly those who insist that all early family planning programs 
were totally and blindingly demographically driven. Some elements of repro- 
ductive health were included in earlier formulation of population policies. The 
first Kenyan population program was focused on reduction of infant mortality 
and fertility. In fact, as early as 1952, the Indian Planning Commission thought 
family planning should be endorsed to improve the health of mothers and 
children. Program services in Mexico have long been delivered through inte- 
grated primary health structures along with infant care and immunization el- 
ements. And in Egypt, the link between early marriage and rapid population 
growth has long been appreciated and was taken account of in setting the 
country’s policy goals. 

The fundamental problem, as pointed out by Jain in his introductory es- 
say, was that increasing concern with demographic growth got translated into 
increasing pressure on family planning programs and on service delivery tar- 
gets where these exist or existed. Such concern should have been translated 
into pressure for enhanced programs likely to produce more widespread desire 
for smaller families and later age of marriage: girls’ education, improved health 
services to reduce infant mortality and improve family health, alternative and 
enhanced roles for women. Most often, the focus was on better target achieve- 
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ment by service providers. The reproductive health approach and the recommen- 
dations of the 1994 International Conference on Population and Development 
refocus attention on individual wellbeing. 

Like most observers, the authors of these studies have a tendency to make 
their judgments about the importance accorded to population issues primarily 
with reference to the importance accorded by the government to the availabil- 
ity and functioning of family planning services. The exception is Ajayi and 
Kekovole, who credit the gains of the Kenyan program to the government's 
success in increasing school enrollment and improving health care. The link be- 
tween education, particularly girls’ education, and fertility decline has been es- 
tablished and appreciated for many years. One imagines that some 
governments would not have been insensitive to this linkage and might have 
been more inclined to promote girls’ education because of an anticipated effect 
on population growth. 


CROSS-SECTORAL POLICY ELEMENTS: MAKING IT HAPPEN 


Even if a full appreciation of the determinants of fertility were to exist in the 
policymaking circles of a given country, effective implementation and coordi- 
nation of a population program would by no means be assured. There should 
be no surprise that it is difficult or impossible for these governments, indeed 
any government, to mobilize a cross-ministerial, cross-sectoral, integrated pro- 
gram that would contain all the elements necessary to reach their desired de- 
mographic goals. This kind of integration and coordination is rarely achievable 
in any field under peacetime circumstances, and is achieved in times of conflict 
through extremely powerful temporary coordinating entities. 

In normal times, governments pay varying degrees of adherence to cross- 
sectoral strategies, depending on the power of the coordinating entity to affect 
resource allocation, and on the degree of importance accorded by the ministers’ 
or departments’ normal constituencies to the new elements. For example, a 
government may adopt an environmental strategy, but the adherence of the 
forestry and energy departments to it will depend on the impact on those who 
derive their incomes from the forestry and energy sectors. 

Contending policies—even those directed toward the same broad goals— 
may also produce effects at cross-purposes. In Egypt, India, and Mexico, family 
welfare is the objective of both the family planning and the family subsidy and 
allowance programs: one discourages large families while the other implicitly 
rewards them. 

Population policies have never commanded a campaign-like adherence 
across ministries and sectors, although more attempts have been made to 
achieve such a result than might be imagined. None of the governments dis- 
cussed here succeeded to any major extent in promoting the kind of cross- 
sectoral, cross-ministerial coordination that a truly effective, truly integrated 
population policy would require—linkages to social security policy, inherit- 
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ance, girls’ access to all levels of education, and so forth. This is partly a reflec- 
tion of the fact that population issues have indeed been seen as the purview of 
the health ministry or of a vertical stand-alone family planning offshoot. It is 
also a reflection of the fact, just mentioned, that such coordination is extraordi- 
narily difficult for governments of all countries at all levels of development. At 
the same time, the need for coordination was recognized in each of the coun- 
tries, and each of them established mechanisms, often presided over at the 
highest political level, to try to draw the different sectors a The results 
were much less than desired. 

What can be done to foster cross-sectional population policies as envis- 
aged in the ICPD Programme of Action? There is no easy answer. The authors 
of the country studies and Jain in his concluding essay address this important 
issue. As a general rule, success depends on the homework done before the 
policy announcement, the strength of the coordinating entity, the resources avail- 
able to promote implementation, and the sanctions that will actually be applied 
at the highest political level if the policy is not promoted. 

I commend this book to serious students of population policy and to those 
who have puzzled over why good policy seems so difficult to implement. The 
book answers an appreciable number of the relevant questions, and its authors 
have done us a service. 


MARGARET CATLEY-CARLSON 
President 
Population Council 


Preface 


The extent to which effective public policies are articu- 
lated and implemented often depends upon the degree of political commit- 
ment to the ideals imbedded in them. A policy can be thought of as a 
government's guiding principle or intended course of action on a matter of na- 
tional significance. Policies in this sense are a formal articulation of a 
government’s current thinking on a given subject. 

Policymaking, influenced by a number of internal and external factors, re- 
quires a balancing of national, group, and individual interests. Policymaking in 
developing countries prior to their independence was guided by the interests 
of colonial powers. There was congruity among domestic interest groups. 
While their participation in policymaking was limited, it was guided by the 
common national interest. Different leaders (freedom fighters, for instance) and 
groups (religious, tribal, and political) worked together on the mutual goal of 
achieving independence from colonial rulers. Following independence, policy- 
making in these countries underwent substantial change; policies increasingly 
began to be influenced not only by national interests but also by group and in- 
dividual interests. Policies oriented to achieving a national goal, for example 
economic development, are now influenced by struggles among political lead- 
ers and political parties either to come to power or to remain in power. 

Policy outcomes in countries open to influences from outside the govern- 
ment (both from within and outside the country) are able to reach a compro- 
mise between competing interest groups. In others, where government systems 
are less permeable, the interests of one person or one group determine out- 
comes. Irrespective of how policies are determined, it is important to recognize 
that they are aspects of a broader national agenda. Taken together, various poli- 
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cies help advance a country’s long-term objectives and determine people’s 
wellbeing. . btn 

The formulation and implementation of population policies emerge from 
domestic and international conditions that affect the outcome of other public 
policies as well. The four case studies included in this book address the ques- 
tion “Do population policies matter?” by examining population policymaking 
and the politics surrounding it from historical and contemporary perspectives 
in individual country contexts. These studies illustrate how and why the for- 
mulation, implementation, and effectiveness of population policies vary over 
time within and between countries. 

To understand whether population policies matter, we need to see them as 
part of a broader process. Although all policymaking processes share certain 
patterns and rules, population policy is different in some ways. A government 
that outlines a population policy is, in effect, proposing to categorize, codify, 
and ultimately alter the most basic human behavior related to sexuality and 
reproduction. This confers broad power to those individuals involved in for- 
mulating such a policy, including those willing to support or oppose it. This is 
especially so in countries where such behavior is already codified and regu- 
lated by religious and cultural traditions. 

Given the religious and cultural barriers a population policy must often 
overcome if it is to be successful, why do some political leaders appear willing 
to risk loss of popularity and even their power to pursue population objec- 
tives? Indira Gandhi, many have said, lost the 1977 election in India because of 
her government's coercive sterilization program. What then drives a govern- 
ment to pursue one of the most politically risky and controversial types of poli- 
cies and programs? This is a complex story that requires consideration of 
internal goals and aspirations, as well as external ideas and intervention. 

Following closely behind national security concerns, national develop- 
ment, especially economic development, continues to be the primary impetus 
to policymaking in most countries of the world. This was particularly the case 
when most developing countries gained political independence in the 1950s 
and 1960s. Their development and modernization led many countries to seek 
financial assistance to build political institutions and social infrastructures. In- 
ternational donors and agencies in the West emerged to meet this need, but 
often with a proviso attached: that efforts to limit rapid population growth be 
part of the development package. 

The international debate about population issues since then has focused 
on two main topics: the rationale for reducing population growth in develop- 
ing countries, and the legitimacy of the means used by governments to reduce 
high fertility. Interestingly this debate assumes little or no migration of people 
from developing to developed countries, whereas, historically, the effect of high 
population growth in Western Europe was mitigated in part by migration to 
the United States and elsewhere in the Western Hemisphere. The effect of not 
including migration in the international debate on population policies has been 
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that coercive means at times are legitimized to control fertility and therefore to 
reduce population growth. 

The rationale for reducing the rapid population growth rate is usually 
expressed in terms of its being beneficial at the aggregate level, while the ben- 
efits to be derived by individuals are implicit but rarely specified. The legiti- 
macy and effectiveness of various approaches used by national governments 
have been debated as well. It is commonly agreed that family planning pro- 
grams oriented to provide contraceptive services and information would re- 
duce overall fertility by helping individuals to reduce unwanted childbearing. 
But what governments should and could do to lower fertility in societies with 
high fertility norms remains a contentious issue in the arena of population 
policymaking. The contention in part revolves around the premise that those 
who are asked to bear the burden of fertility reduction do not necessarily share 
the potential benefits of the reduction in population growth. 

How are effective population policies articulated and implemented? Have 
international agencies played a strong role in prompting developing-country 
governments to adopt and implement strong population policies? How has the 
international debate influenced deliberations on population issues in develop- 
ing countries? The impetus for the four country studies presented below was 
provided by a desire to better understand some of these issues within specific 
contexts. 

Four countries—Egypt, India, Kenya, and Mexico—were selected because 
of their demographic weight, a long history of population policies and pro- 
grams, and evidence of fertility decline. Each study was written by a local in- 
vestigator or investigators—whether citizens or long-term residents of the 
respective countries. The selection of investigators to write about countries with 
which they are intimately familiar may entail some loss in objectivity; however, it 
has the advantage that they understand the particular social systems and are sen- 
sitive to internal political currents. The quality of the four studies and the depth 
with which their authors cover various issues, nevertheless, suggest that in these 
cases the advantages outweigh the potential disadvantages. 

The investigators from Egypt, India, and Kenya first met in November 
1993 in Cairo to discuss the design of these studies. They met again in 
Mombasa, Kenya in July 1994 to review progress, at which time Mexico was 
added to the list to expand the range of geographic experience. Preliminary 
findings were presented at the Forum of Nongovernmental Organizations at 
the International Conference on Population and Development (ICPD), held in 
September 1994 in Cairo. 

The methodology used in these country studies is unique. Each study is 
based on sources that reflect perceptions of population policies and issues 
within a country: analyses of official documents, public statements, parliamen- 
tary records, mass media, and religious commentaries. In addition, the inves- 
tigators from Egypt, India, and Kenya collected primary data through 
interviews and focus group discussions with political and religious leaders, 
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professionals and bureaucrats involved in the a — 
policies, NGO activists, and men and women who determine the ultimate ef- 
fectiveness of population policies. . 

The analyses of formal policy statements address such questions as: What is 
the range of concerns envisioned? Do they include mortality, migration, and ur- 
banization, as well as fertility? What is the main rationale for a population policy— 
to promote socioeconomic development, individual wellbeing, health? What are 
the means selected to implement the policy and how are those means controlled? 

Issues related to the course of a population policy include: How did popu- 
lation policy evolve, who was involved, and how was policy formulation influ- 
enced by internal political systems and by international agencies? What effect 
did the type of training that professionals from a country received have on the 
content of policy and program style? What were the roles of external financial 
resources, of the availability of technical assistance (such as consultants and re- 
view teams), of political leaders, of technocrats and professionals, and of major 
events such as civil disruptions and natural disasters? 

The second set of issues each country study addresses relates to how 
population policy is actually implemented. What administrative structures 
guide the program and provide coordination? What are the operational links at 
the levels of the state, district, and community? What is the degree of flexibility 
and autonomy at the local level? How are resources organized and what is the 
balance between external and domestic resources? The country studies examine 
the influence of many other forces on the design and implementation of popula- 
tion policies. These forces include: the form of the governmental regime; the degree 
of commitment and competence of political leaders, bureaucrats, technocrats, and 
professionals; available financial and personnel resources; institutional and admin- 
istrative structure; and the role of religious leaders, NGOs, and mass media. 

In order to examine the role of exogenous events, the authors of these 
country studies compared the performance of a population policy with the 
performance of education, health, or economic policies. This helped them to 
ascertain whether such factors as political instability or lack of political com- 
mitment, often blamed for the limited success of a population policy, have in 
fact more broadly affected the success or failure of policies in other sectors of 
development. 

Finally, the authors extrapolate from their findings to speculate on the fu- 
ture of population policy within the countries under consideration, They iden- 
tify points of agreement between various stakeholders about the nature of 
population issues facing them and the country and identify potential solutions 
for political and cultural conflicts faced in addressing those issues. 

In a collaborative effort of this kind, it is not possible to incorporate all the 
unfolding events that might affect the formulation, implementation, and effec- 
tiveness of a population policy in a country. For example, as this book was 
getting ready to go to press, the United States announced sanctions against In- 
dia following the underground nuclear tests conducted in May 1998. There was 
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no time to ascertain the extent to which these sanctions will take effect and to 
analyze their implications for India’s ability to mobilize resources required for 
implementing the revised reproductive and child health approach to population 
policy. 

These studies would not have been possible without the collaboration of 
the investigators and the financial support provided by the JDR 3rd Fund, the 
Pew Charitable Trusts, and the Population Council. I acknowledge with thanks 
the administrative and research assistance provided by Raji Mohanam in pre- 
paring this book. Valuable comments received from Judith Bruce, Ruth Dixon- 
Mueller, and Warren Robinson on earlier drafts of the entire manuscript are 
also acknowledged with gratitude. I also thank Robert Heidel and Alice Tufel 
for editorial assistance, and Sura Rosenthal and Christina Tse for the produc- 
tion of this book. 
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Population Policies That 
Matter 


The politics of fertility control is not limited to whether 
leaders in a country are convinced there is a problem, or to whether they make 
public statements about the need to reduce rates of population growth. The 
politics of fertility control is about the power and control exerted by various 
stakeholders over individual lives and limited resources. 

The politics of fertility control is about the role of the state in regulating in- 
dividual behavior. It starts with the specification of the rationale for govern- 
ment involvement in policies to alter human behavior related to reproduction 
and sexuality. It involves justifying the means selected by a government to in- 
fluence individual fertility behavior. Politics is also about the influence academ- 
ics and intellectuals exert on fertility-reduction policies at both the national and 
international levels. Politics is about the role of international donors, who are 
influenced by the political climate within their own countries, in designing 
policies to reduce fertility in developing countries. Politics at the level of imple- 
mentation is about the behavior of bureaucrats, which in turn is conditioned by 
the structures of governments and donor agencies. Finally, the politics of fertil- 
ity control is about the control one class or ethnic group exerts over another, 
and about the gender relations within and beyond the household. 

The evolution of population policies in developing countries as illustrated 
by the four country studies in this book has been guided by a concern that 
rapid population growth hinders economic development. The underlying ra- 
tionale for this concern, though not always stated explicitly, has been to reduce 
poverty and to improve individual wellbeing. 

This introductory chapter draws on the material in the four country stud- 
ies to make some broad generalizations about the politics of fertility transition 
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over the past several decades. The concluding chapter speculates about what 
might occur in the future, particularly as countries cou. to adopt and 
implement recommendations of the Programme of Action agreed upon at the 
International Conference on Population and Development. 


EVOLUTION OF POPULATION POLICIES 


Each country examined in this book experienced a gestation period of internal 
debate on population issues. The duration of this period—the time between the 
recognition of the problem and the formulation of an tat policy— 
was fairly long in all countries. A population policy, by definition, should ad- 
dress the population issues or problems as they are perceived by the people of 
a country. As illustrated by the four studies, however, such is not always the 
case. People do not always perceive population size or a rapid population 
growth rate as a pressing problem facing them or the country in which they 
live. Nevertheless, population policies in these and other developing countries 
are often designed to reduce the high rate of population growth. This articula- 
tion of the population problem has been guided primarily by the national 
(macro-level) interest of economic development,’ and it is influenced by West- 
ern thinking based on demographic and economic modeling (see, e.g., Coale and 
Hoover 1958). The process of policymaking in this sense has been top down. 

Developing-country participation in the policymaking process in the 1950s 
and 1960s was limited to a handful of academics, mostly those educated in the 
West. Although they had links with decisionmakers, these links were often 
informal. The situation at the close of the century is different. While participa- 
tion in the process is still largely limited to the “policy elite,” the latter are 
guided more by interest groups (e.g., ethnic, regional, or religious) and less by 
national interests. Recently, women have emerged as significant players in the 
population debate, a circumstance that has enlarged the scope and participa- 
tion of people in the process. This will continue to have a profound effect on 
the nature of population policies and the ways they are implemented in devel- 
oping countries. 

A formal policy statement must include goals and objectives, a rationale, 
and an implementation plan. While formal articulation of population policy in 
these four countries expressed concern with fertility, mortality, urbanization, 
and migration, it rarely included plans to alter mortality and migration pat- 
terns. These are specified in a country’s policies related to health, rural devel- 
opment, and migration. Since a reduction in the rate of population growth, in 
the absence of high mortality and international migration, can occur through 
fertility reduction, population policies specified a plan to modify only one com- 
ponent of population growth—fertility. This implementation plan, however, 
did not fully take into account the existing knowledge about the determinants 
of fertility or theories of fertility decline (see, e.g., Mason 1997 for a recent re- 
view of theories of fertility decline). Although early frameworks of fertility be- 
havior recognized the importance of societal and institutional factors in 
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determining individual fertility behavior (see, e.g., Davis and Blake 1956; 
Freedman 1961/62), the implementation plans have focused primarily on the 
organization of family planning programs, with the goal of reducing fertility in 
all settings irrespective of the prevailing fertility norms in the society. 

Population policies did not specify programs and means to influence those 
factors at the individual or community level that affect women’s desire and 
need for large families. These factors include infant and child mortality; 
women’s education, employment, and empowerment in general; and the eco- 
nomic conditions of the community and the country. Programs to influence 
these factors are included in a country’s health, education, and development 
plans, which are guided not by the objective of fertility reduction but by the 
objective of national development. 

The organization of a family planning program has been the main (or 
only) implementation arm of population policy related to fertility reduction in 
all four developing countries, as in many others. In other words, these pro- 
grams were assigned and assumed the sole responsibility for reducing popula- 
tion growth and fertility (see, e.g., Jain 1989). However, the scope of activities 
within a family planning program varied greatly over time within and between 
countries. These activities included but were not limited to the provision of in- 
formation about and services for contraceptive methods, propaganda or moti- 
vational messages through the mass media, incentives to providers and clients, 
and method-specific quotas. The progression from service delivery to more strin- 
gent measures depended upon the gap between the desired and actual pace of fer- 
tility decline in a country. 

Family planning services are typically provided through the Ministry of 
Health. In Egypt and Kenya, nongovernmental organizations have also been im- 
portant providers of services, whereas in India the Department of Family Welfare 
within the Ministry of Health has been responsible for service provision. Pharma- 
cies and the private sector have played an important role in Egypt and Mexico. In 
Egypt, Kenya, and Mexico, independent population organizations were created to 
coordinate activities of different ministries and departments. At present, this func- 
tion is the responsibility of the Planning Commission in India, but there have been 
various proposals to create a separate population commission in that country. 

The function of these population bodies, however, has been limited to 
coordination of various agencies that provide contraceptive services and infor- 
mation and to acting as liaison with international agencies. Their activities do 
not include influencing investment patterns in other ministries to achieve the 
goals of population policy. When population growth and fertility failed to de- 
cline at a desirable pace in India, for example, planners searched for potential 
interventions within the family planning program. This resulted in movement 
from provision of voluntary services to incentives to clients and providers and 
to more stringent method-specific quotas. | 

In sum, a tendency to equate population policy with family planning pro- 
grams is both semantic and real. It resulted from the following three factors: 
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—an interpretation of population policy to mean solely a fertility-reduc- 
tion policy; | : a 

—the use of the label “family planning programs” to encompass all means 
of inducing fertility decline, ranging from voluntary contraceptive services to 
community-wide incentives and coercion; and | 

—little or no effort to influence investment patterns in other sectors of 
development to achieve the overall goal of fertility reduction. 


EFFECTIVENESS OF POPULATION POLICIES 


The best way to measure the effectiveness of an intervention is through experi- 
mental and quasi-experimental designs, which are rare in this field. In the ab- 
sence of such designs, it is difficult to establish a cause and effect relationship 
between the formulation or implementation of a population policy and a de- 
cline in population growth or in the fertility rate in a given country. For ex- 
ample, one may be tempted to conclude that a country’s population policy is 
unsuccessful if the fertility rate is not declining and to conclude that the policy 
has become successful as soon as the fertility rate starts to decline. Such think- 
ing is tautological. Nevertheless, this is what happened in the interpretation of 
fertility changes in Kenya. As pointed out by Ajayi and Kekovole in Chapter 4, 
early investments in education and health contributed to the success of the 
family planning program in reducing fertility in Kenya. Since population policy in 
almost all developing countries is implemented through organized family 
planning programs, the effectiveness of these programs depends on their de- 
sign, on the indicator used to measure their effect, and, above all, on the social, 
economic, and cultural settings in which the programs are implemented. 

Numerous studies have tried to estimate the relative contributions of fam- 
ily planning programs and social and economic changes to fertility decline by 
using statistical controls and aggregate data for multiple countries (see, e.g., 
Bongaarts, Mauldin, and Phillips 1990). No attempt is made here to review that 
literature, except to note that variations among countries in the scope and de- 
sign of family planning programs make it difficult to assess the impact of “vol- 
untary” programs in reducing fertility. This is because the index, “program 
efforts,” used to measure the strength of each country’s family planning pro- 
gram does not distinguish between the voluntary and involuntary components 
of a program. (See Lapham and Mauldin 1985 and Mauldin and Ross 1991 for 
the measurement of program efforts index: and Jain and Bruce 1994 for some of 
its limitations and their implications for drawing inferences about the effective- 
ness of “voluntary” family planning programs.) 

At times, the reported effectiveness of a program is conditioned by the 
point of view of the analyst—for or against the intervention. Proponents of 
family planning programs usually interpret a decline in fertility as an indica- 
tion of the success of these programs, whereas detractors interpret it as reflect- 
ing changes in broader socioeconomic environment (see, e.g., Robey, Rutstein, 
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and Morris 1993; Pritchett 1994a; and the exchanges between Knowles, Akin, 
and Guilkey 1994, Bongaarts 1994, and Pritchett 1994b). 

Both the actual (measured) and the perceived effectiveness of a country’s 
family planning program are affected by the indicator used to measure its ef- 
fectiveness—whether population size, population growth rate, birth rate, total 
fertility rate, or contraceptive prevalence rate. The population growth rate in 
India, for example, remained virtually constant over the three decades between 
1961 and 1991. As indicated by Visaria and Chari in Chapter 3, a lack of decline 
in the annual population growth rate created an impression within and outside In- 
dia of the failure of its population policy and family planning program. In fact, 
India’s birth and death rates have declined by the same order of magnitude, 
which means, in effect, that both the health and the family planning programs 
have been successful. By comparison, recent success in Egypt, Kenya, and Mexico 
was achieved after population growth rates in these countries, as a consequence of 
mortality decline, had increased and remained high for about two decades (see 
Figure 1.1). In these three countries, fertility decline followed a substantial de- 
cline in mortality, whereas in India births and deaths declined simultaneously.’ 

The total fertility rate (TFR) in all four countries has declined (see Figure 
1.2). In Chapter 5, Brambila infers the effectiveness of Mexico’s population 
policy from observing that the pace of decline in the TFR prior to the policy in 
the late 1960s and early 1970s was slower than the decline between 1975 and 
1981. Similarly, the decline in the TFR in Kenya between 1979 and 1989 was 
much slower than between 1989 and 1993. The decline in the TFR was slowest 
between 1970 and 1986 in Egypt. As pointed out by Ibrahim and Ibrahim in 
Chapter 2, this period coincided with post-Bucharest rhetoric about develop- 


Figure 1.1 Annual rate of population growth in four countries, 1946-97 (percent) 
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Source: Data based on national censuses, surveys, and registration systems (supplied by authors of country studies). 
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Figure 1.2 Total fertility rate per woman in four countries, 1948-97 
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Source: Data based on national censuses, surveys, and registration systems (supplied by authors of country studies). 


ment and a lack of top-level commitment to population policy. The fact that the 
infant mortality rate was relatively low and female education was relatively 
high in Kenya and Mexico before fertility started to decline suggests the impor- 
tance of these factors in the relative success of family planning programs in 
reducing the TFR. The slow pace of fertility decline in India may be in part due 
to high infant mortality and low female education—conditions unfavorable to 
the desire for smaller families. 

Fertility declines in Egypt, India, and Mexico took place while educational 
achievements were rising. On the other hand, the onset of fertility transition in 
Kenya seems to have coincided with a downward trend in the education of 
children. Ajayi and Kekovole hint at the negative effect of structural adjust- 
ment policies on children’s education. The data presented in Figure 1.3 provide 
evidence of such an effect in the 1980s in Kenya. 

Figure 1.3 shows the percent of females 15-19 years of age who have at 
least a primary school education.? The educational achievement of females 
aged 15-19 increased in all countries throughout the 30-year period except in 
Kenya. Educational achievement in Kenya shows a sharp drop in the last five 
years, which could reflect the impact of structural adjustment policies in the 
1980s on parents’ ability to bear the cost of education. Similar trends are ob- 
served for females completing at least secondary-level schooling and for males 
at both the primary and the secondary levels.‘ 

The considerable variation in fertility trends by geographic area within all 
four countries is usually interpreted as reflecting the differential success of fam- 
ily planning programs. However, such an inference may not be accurate: areas 
with high fertility and low contraceptive prevalence in these countries are also 
areas with low female literacy and high infant and child mortality—social set- 
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Figure 1.3 Percent of females aged 15-19 years with at least a primary school 
education, four countries, 1960-95 
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tings less favorable to small family size desires (see, e.g., Jain 1985 and 1998 for 
the role of these two factors in explaining regional variations in India). 

In sum, the data reviewed here point to the difficulty in ascertaining a 
cause and effect relationship between policy intervention and demographic 
change. The task of identifying a common set of factors responsible for fertility 
transition becomes even more difficult. Nevertheless, conditions favorable to fertil- 
ity decline seem to include low infant and child mortality, high female literacy and 
education, and a family planning program that provides information and services 
for contraceptive methods. The roles of other factors are described next. 


PARTICIPANTS IN POPULATION POLICYMAKING 


A host of actors within and outside the government influence the policymaking 
process. Some of these players are common to all four countries. International 
donor agencies (UNFPA, USAID, World Bank), private foundations (Ford, Rocke- 
feller), and international NGOs (IPPF and its affiliates, Population Council) are a 
few examples. There are also actors or circumstances whose roles have been 
unique to each country: the Catholic Church in Mexico, Islamic activists in 
Egypt, tribal politics in Kenya, and party politics in India. The power these key 
players exert often goes unrecognized in standard population policy analysis. 


Political Leaders and Political Commitment | 


The critical role of political leaders in the arena of population policy is docu- 
mented in each of the four country studies. Usually out of reaction to various 
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pressures from internal and external forces surrounding them, pentien leaders 
can often be the keys to unlocking the various “policy doorways | available to 
a country. The most common participants in the political leadership of a coun- 
try are the chief executive, ministers/cabinet members, and individuals from 
the legislative body. These elites often compete for scarce resources, making 
population policy decisions highly politicized and cate : | 

Leaders in Egypt and Kenya saw population size as “good” for the country: 


Numbers = Power = Strength = Good. 


President Nasser of Egypt did not recognize the impact of rapid population 
growth during the first decade of his presidency, and President Sadat paid little 
attention to the problem throughout his tenure. President Mubarak pe scant 
attention to population for the first three years of his presidency. His interest 
varied considerably in the late 1980s, but he has taken a direct and renewed in- 
terest in the issue since the early 1990s. All three leaders came from a military 
background, where the demographic weight of a country is seen as a strategic 
advantage. The population issue in Kenya was accorded the lowest priority on 
the political agenda following the country’s independence in 1963. The majority of 
political leaders at the time were influenced by socialist paradigms, and felt that 
rapid socioeconomic development would solve any problem facing the country. 

Population policy in Mexico remained pronatalist until the early 1970s. 
The adverse consequences of population growth were beginning to be felt with 
a slowdown in economic progress in the 1960s. In their capacity as public offi- 
cials, consultants, and advisors to high-level government officials, Mexico’s in- 
tellectuals played an important role in influencing policymakers about 
demographic issues. This contributed to the turnabout in Mexican population 
policy. Brambila speculates that the change in President Echeverria’s thinking, 
however, came from his firsthand knowledge of population control programs 
in socialist countries, including China and Cuba, both of which he visited dur- 
ing his administration. 

Concern over population growth in India was expressed as early as 1940, 
when a subcommittee on population established by the Indian National Con- 
gress considered “family planning and limitation of children” essential for the in- 
terests of social economy, family happiness, and national planning. Nevertheless, 
except for the short Emergency period during the administration of Indira Gandhi, 
political leaders generally have refrained from addressing the population issue 
publicly. It appears on the political agenda mainly in the form of a concern over an 
imbalance of representation of various groups in the national parliament. 

The commitment to policy and its implementation within a country de- 
creased as the distance from the leadership increased. Within the bureaucratic 
structure, this can be seen in decreased commitment as one moves toward 
lower levels in the hierarchy. For example, while President Mubarak took di- 
rect and renewed interest in population issues in the early 1990s, few senior 
policymakers until recently recognized population growth as a major problem 
facing Egypt. In terms of geographic distance, decreased commitment can also 
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be seen as one moves from the national capital to rural areas. For example, a 
strong political commitment to reduce population growth in India led to forced 
vasectomies during the Emergency period of Mrs. Gandhi, but commitment to 
this policy decreased as one moved away from Delhi, the seat of power. The 
policy in the northern states was implemented with much more vigor than in 
the southern states. 

Political commitment can have a negative or positive effect on policies and 
programs related to fertility transition depending upon the context and the 
nature of such commitment. The commitment to population policy varied over 
time within and between countries. Political commitment at the highest level in 
Kenya and Mexico was essential for the implementation of an effective policy. 
However, a strong political commitment, because of the way it was imple- 
mented, produced a long-lasting backlash in India. 


Religious Groups 


Religious groups and their doctrines have proven to be one of population 
policy advocates’ fiercest opponents. Religion, by its nature, pronounces its 
laws and edicts as ultimate and immutable truths. This is especially so in its 
codification of sexual and reproductive behavior. Through this authority, reli- 
gion has had a powerful role in many countries’ population programs. In the 
four countries included in this book, however, the role of religious groups— 
though pervasive—did not have a decisive impact on population policy imple- 
mentation. The Catholic Church in Mexico and Kenya, Islamic leaders and 
groups in Egypt, and Hindu and Muslim groups in India all had limited effects— 
usually in the form of a slowdown—but did not determine the final outcome of 
population policies. 

In contrast to its influence in other Latin American countries, the Catholic 
Church in Mexico was not powerful enough to stop the government from pur- 
suing its various population policy initiatives. It could not defeat efforts like 
the 1973 Population Law due to the fact that, since 1880, separation of State 
and Church existed in Mexico. In addition, the Catholic Church did not attack 
the national family planning program, as it did in other Latin American countries, 
but restricted itself to condemning the use of contraception. This in the end, how- 
ever, did not influence women’s contraceptive behavior. 

Although the Church has been a historically forceful presence in Kenya, it has 
not had much influence on the reproductive behavior of Kenyans. High fertility 
levels may be better explained by the deep-seated cultural and traditional beliefs 
in the need for begetting children. In Kenya and in other parts of Africa, traditional 
beliefs dictate that one’s immortality is largely dependent on the number of one’s 
descendants. Children become the means by which ancestors, who are central fig- 
ures in traditional rituals and customs, are remembered (Kokole 1994). 

The pronatalist stance of the Coptic Church and of the Imams of Islam, 
both of which are prevailing forces in Egypt, could have jeopardized the suc- 
cess of population policies there. However, they did not. Socioeconomic devel- 
opment quickly became the country’s primary objective during the 1960s, at a 
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time when the government first recognized rapid population growth as one of 
the biggest barriers to this goal. The slow progress made by Egypt in ioe Sal 
menting population policies was influenced to some extent by a spread of radi- 
cal Islamic and radical socialist ideologies, both with a strong pronatalist 
stance. A curious alliance between the two in fact threatened the successful 
completion of the ICPD in Cairo. That these forces did not succeed in monopo- 
lizing Egypt’s public policy arena was attributable to the fact that, as pointed 
out by Ibrahim and Ibrahim, the government has several actual and potential 
allies in the bureaucracy and in civil society. 

In the Indian context, religious views on population can be highly politi- 
cized issues. The issue of religious influence on population policy is less of a 
philosophical and theological matter in India than it is an electoral issue. In re- 
gions with a demographic imbalance of Hindus and Muslims or of Hindus and 
Sikhs, the minority in question often perceives fertility-control measures as an 
attempt to decrease its numbers and, therefore, its political leverage (Panan- 
diker and Umashankar 1994). At the national level, on the other hand, religion has 
had no important role in the implementation of population policies. 


Ethnic Groups 


The concerns of ethnic communities, especially when they are minority popu- 
lations, pose new challenges to a country’s population policy and its programs. 
Ethnic groups exert political pressure to varying degrees in each of the four 
countries. To what extent they have an effect on population policy depends 
largely on their electoral strength and how the government perceives them as 
a force to contend with. Ethnic diversity has resulted in the complex power 
struggles of tribal politics in Kenya. Hundreds of linguistic, religious, and caste 
groups in India vie for representation in the government. Indigenous groups in 
Mexico, such as Nahua, Maya, and Otomi, have been traditionally isolated 
from the political, social, and economic processes of the country. Ethnic diver- 
sity has been of lesser importance in Egypt, with a highly homogeneous cul- 
ture incorporating both Muslims and Copts. In each country, ethnic diversity 
has had less of an influence on population policy formulation than on the ac- 
ceptability and implementation of family planning programs. 


Feminist Factions and Women’s Groups 


Only in the last decade have feminists begun to exert a major influence on 
population policy formulation. Their importance was clearly recognized at the 
1994 Cairo Conference on Population and Development and at the 1995 Beijing 
Conference on Women. At both forums, women’s groups helped to advance 
the notion of integrating comprehensive reproductive health services and gen- 
der equality within population policy. At these conferences, governments began 
seeing feminist and women’s groups as significant constituencies. Nonetheless, 
these groups face discrediting attacks in all four countries for being too closely 
identified with Western feminist agendas. 
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The country studies show that women’s groups and organizations have 
made governments increasingly aware of the adverse effects that the inappro- 
priate use of contraceptive methods can have on women’s health. Many femi- 
nists criticize policymakers for being concerned only with the demographic 
goals of lowering fertility levels while ignoring the implications of this ap- 
proach for women’s wellbeing and reproductive choices. Increased information 
exchange and dialogue between governments and women’s organizations have 
helped to improve understanding and sensitivity on both sides. 


Nongovernmental Organizations 


Nongovernmental organizations (NGOs) continue to be among the most influ- 
ential actors in the policymaking process. Donor agencies and international 
NGOs have greatly influenced the economic transformation in many develop- 
ing countries and, in so doing, have set the agenda for their population pro- 
grams. NGOs act as “buttresses” to the government's family planning initiatives. 
Without them, many countries could not effectively implement ambitious plans 
for improving the quality and expanding the scope of family planning services. 
By nature, NGOs have the advantage of not being burdened with the bu- 
reaucratic inertia of a government agency. NGOs are in touch with their con- 
stituencies and can act swiftly and independently to advance a country’s 
population agenda. By providing technical information to policymakers, NGOs 
educate government officials on various aspects of the population issue. The 
better informed policymakers are on technical issues, the more likely they are 
to make intelligent decisions on policy options, in turn resulting in more effec- 
tive and sustainable population policies. Domestic NGOs, including IPPF affili- 
ates, have demonstrated that services can be provided and that people want 
and use these services. This demonstration has encouraged governments to invest 
resources in expanding service facilities through family planning programs. 


Census and Survey Information 


Timely availability of accurate data about trends in fertility and contraceptive 
prevalence has played an important role in creating enthusiasm among plan- 
ners and program managers about the importance of services in reducing fer- 
tility, especially in Egypt and Kenya. The lack of timely availability of accurate 
data about trends in fertility and contraceptive prevalence in India, on the 
other hand, probably contributed to a widespread perception of the failure of 
its population policy. In the absence of accurate information, the effectiveness 
of India’s population policy was gauged by population growth rates estimated 
from decennial censuses. A lack of decline in annual population growth rates 
over three successive decades was interpreted widely, both within and outside 
India, as a failure of its population policy and family planning program. It is 
possible that the Indian program would not have become as coercive as it did, 
if planners and social scientists had had access to timely information on fertil- 
ity trends. India’s mistrust of the international community, moreover, contrib- 
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uted to the country’s nonparticipation in the World Fertility Survey program 
and, until recently, in the Demographic and Health Survey program. | 

Information on population growth and fertility levels as it became avail- 
able from censuses and surveys increased commitment to reduce population 
growth in all four countries. For example, Kenya became committed to this is- 
sue after the Kenya Fertility Survey demonstrated that the fertility level had 
reached as high as eight children per woman. Availability and presentation of 
technical information in simple form was one means by which the views of 
leaders were changed in Egypt, Kenya, and Mexico. 


The Influence of International Agencies 


International agencies influenced the evolution of population policies in the 
four countries of interest here. These agencies provided scholarly, technical, 
and financial inputs. The analytical work by Coale and Hoover (1958), for ex- 
ample, contributed to the ongoing debate in India and Mexico. A consultant 
team from the Population Council in 1963 provided the impetus for population 
debate in Kenya. And presentations of the implications of population growth 
on socioeconomic development, based on computer simulation models, con- 
tributed to changing the views of political leaders in Egypt and Kenya. Spon- 
soring the participation of professionals in international population conferences 
helped to bring some of the global concerns to domestic debates on population. 
The training of professionals in demography and population planning created 
indigenous capacity to address population matters in the four countries. This 
capacity provided the main ingredient for the acceptance of fertility-control 
ideals by the governments of developing countries (see Caldwell 1997). 

International agencies have contributed financially to the implementation 
of family planning programs. This contribution has ranged from about 10 per- 
cent in India to over 50 percent in Egypt and 95 percent in Kenya. While the 
financial influence of international agencies has been minimal in India, techni- 
cal experts have had a significant effect on the design of programs. The intro- 
duction of method-specific contraceptive targets in India has been alleged to be 
a contribution of the American management experts sent by the Ford Founda- 
tion in the 1960s. Some of these experts also helped the government to design 
the first social marketing program to increase the availability of condoms. The 
World Bank advisory team that visited India following the 1994 Cairo confer- 
ence provided impetus to the program’s change in course, by abandoning 
method-specific targets and moving toward a reproductive and child health 
approach (Measham and Heaver 1996).5 


The Implications of International Conferences 


There is little doubt that internal politics influenced deliberations at interna- 
tional population conferences, but the events that took place at the Bucharest, 


Mexico City, and Cairo conferences also had implications for domestic policies 
and their implementation. 
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At the 1974 World Population Conference held in Bucharest, developing- 
country delegates emphasized the role of development as “the best contracep- 
tive.” This message reflected an ongoing debate within academic circles and 
within countries about the importance of socioeconomic development for the 
reduction of population growth. Following this conference, the population field 
in general and a number of international organizations went through a period 
of re-examination. The content of population policies, however, did not change 
for many reasons, including: a lack of consensus in academic circles and in in- 
ternational forums about what to do differently to reduce fertility; a general 
lack of interest among development specialists in doing anything differently in 
their own fields because many programs, such as those aimed at improved 
education, can be justified on their own merits; and, above all, because of com- 
petition for scarce resources (see Stoeckel and Jain 1986). Advocates of family 
planning programs were concerned about the possibility of shifting resources 
allocated for such programs to general development. Moreover, the implemen- 
tation arm of population policies—family planning programs—had no influence 
over the design of or the resources allocated to development and health pro- 
grams. Finally, there was no bureaucratic mechanism to improve consistency be- 
tween population policies and development policies. 

The implementation strategies adopted by these four countries following 
the Bucharest conference varied. Egypt is perhaps the only country where em- 
phasis on development was not matched by attention to provision of contra- 
ceptive services. In India, the implementation of population policy took an 
unfortunate turn toward the extensive use of contraceptive targets for provid- 
ers, incentives and disincentives for providers and clients, and forced vasecto- 
mies. Policy in Mexico shifted from pronatalist to antinatalist. 

The 1984 International Conference on Population, held in Mexico, re- 
flected a consensus among developing countries about the importance of fam- 
ily planning programs in reducing population growth. The period following 
this conference was marked by a focus on the implementation of family plan- 
ning programs in all four countries. 

A so-called paradigm shift occurred at the 1994 Cairo conference (ICPD). 
This includes a shift in the goal of population policies from reducing popula- 
tion growth to enhancing individual wellbeing. A reduction in population 
growth in this interpretation becomes the intermediary objective, rather than 
an end in itself (for differing views on whether ICPD recommendations reflect a 
population policy, see Basu 1997; Caldwell 1997; Germaine 1997; and Sai 1997). 
Indeed, the overall intent of population policies in early stages of their evolu- 
tion was to improve human wellbeing. However, over the years, the imple- 
mentation of programs in many countries lost track of this intent and opted for 
interventions, such as quotas and incentives, that were not deemed to be con- 
sistent with individual wellbeing. In this sense, ICPD refocused the attention of 
policymakers and program managers on the original intent of reducing popu- 
lation growth and fertility. 
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This shift in the objective of population policy implies that programs intended 
to reduce population growth have to respect human rights and have to be just in 
and of themselves. This implies further that government signatories to the ICPD 
Programme of Action should reject those means to reduce population growth that 
do not respect human rights. At the program level, this rejection would include 
incentives, disincentives, targets, coercion, and compulsion. 


Prerequisites for Effective Population Policies 


Public policies that seek to effect behavioral change have not fared well in 
many developing countries. Sometimes this is due to the absence of a charis- 
matic leader who can generate public support for unpopular policies, as hap- 
pened in Egypt in the case of both the population policy and the economic 
reform policy. Sometimes it is due to inefficiencies in the bureaucratic structure 
that is responsible for implementing a policy. These inefficiencies are reflected 
in many ways: inadequate resources allocated to the implementation of a 
policy, poor quality and inadequate availability of services, and the setting of 
unrealistic goals, as happened in India in both the education and the popula- 
tion sectors. At times, difficulties in providing services to people spread over a 
large area may be genuine, as in the case of India where the rural population is 
spread over 600,000 villages. Above all, the relative performance of these poli- 
cies reflects the degree of people’s willingness to change their behavior, as 
demonstrated by the impressive performance of the education sector in con- 
trast to the population sector in Kenya. Thus, in order for a policy to be effec- 
tive, it has to be accepted voluntarily and widely by those affected by it or it 
has to be enforced through the government machinery. 

Population policy related to fertility reduction is likely to be effective if a 
large majority of men and women want small families and the policy is imple- 
mented efficiently to make available the means of fertility regulation, including 
abortion. This is likely to happen irrespective of whether the private sector or 
the public sector provides the means and whether these means are provided 
through a family planning program or through a reproductive health program. 

Two questions that need to be addressed with respect to population policies 
are: what is the role of a government in providing means of fertility regulation? 
and what is the role of a government in creating a desire to control fertility? 

What is the role of the public sector in providing the means of fertility 
regulation to those who want them? One view is: none. Fertility declined in 
Western countries prior to the development of modern contraceptive methods 
and organized family planning programs; it can happen as well in developing 
countries. Even if services offering modern contraceptives are required, some 
argue that the private sector will fill the need, provided there is a strong desire 
to control fertility. This view may be valid in circumstances where market econo- 
mies work efficiently. Since that is not the case in most developing countries, there 
is a need to provide these services through the public sector, thereby reducing 
the financial cost of fertility regulation for those clients who cannot afford to 
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avail themselves of private-sector services. The provision of contraceptive and 
abortion services within a reproductive health framework, moreover, would re- 
duce morbidity associated with the efforts to avoid unwanted childbearing. 
What should a government do to create a desire for smaller families 
beyond the provision of contraceptive and abortion services? There is no con- 
sensus on this issue, either on theoretical or on empirical grounds. Four options 
for government action under conditions of high-fertility norms are hinted at 
here: (1) do nothing special; (2) change reproductive goals through propa- 
ganda, motivation, and information; (3) enforce small family size through ad- 
ministrative and political pressure; and (4) change institutional and social 
conditions so that they become more conducive to having small families. 

The first approach provided the basis for designing family planning pro- 
grams in the early evolution of the population sector.° The second approach 
was added later on, and has been used widely since. The third approach has 
been used in varying degree primarily in Asian countries, and the fourth ap- 
proach has been rarely tried. 

The first approach assumes that desired family size will decrease over 
time either due to the so-called diffusion process or due to general social and 
economic development. There is a controversy in academic circles about the 
relative importance of diffusion versus socioeconomic development in reduc- 
ing fertility. But a resolution of the issue is important in this context only if a 
special role of the government is envisaged in creating demand for small fami- 
lies, either by accelerating the diffusion process or by altering the socioeco- 
nomic development policies. On the other hand, if either the diffusion process 
or socioeconomic development is assumed to reduce desired family size in due 
course, it can be argued that government efforts in the meantime should focus 
on helping those individuals who want to regulate their fertility. Satisfying the 
so-called unmet demand for contraception in turn also would have a spillover 
effect on the reproductive behavior of other women. 

The second approach has been the purview of information-education- 
communication (IEC) activities. The evidence regarding their effectiveness in 
changing desired family size is weak and debatable (see Freedman 1997 for a 
recent review). The implementation of the third approach—labeled “duress” by 
McNicoll (1997)—and its effectiveness depend upon the degree of political 
conviction, the strength of the administrative machinery, and, above all, the 
type of political system. A government that cannot implement a compulsory 
vital registration system, for example, cannot be expected to implement a fer- 
tility-reduction policy based, say, on incentives and disincentives linked to the 
number of children a couple has. On the other hand, a government with the ca- 
pacity to administer such a fertility-reduction policy would, perhaps, not need 
it (see Visaria and Jain 1976 for the articulation of a similar argument in the 
wake of the Emergency period in India). Moreover, according to the ICPD rec- 
ommendations, the third approach is not justified and some elements of the 
second approach are also questionable. 
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The fourth approach would be consistent with ICPD recommendations, if 
special efforts to reduce desired family size include policies oriented to reduce 
gender disparities in health, education, and economic opportunities. It is not 
clear whether other policy interventions, such as compulsory education ora 
ban on child labor, would be consistent with the ICPD recommendations (see 
Basu 1997). Nevertheless, these policies fall within the purview of broad devel- 
opment policies. The implementation of these policies would require reorienta- 
tion of the entire development sector and would therefore require a strong 
government commitment not only to the reduction of fertility but also to the is- 
sues of gender equality and to reducing other disparities. Admittedly, develop 
ment policies do articulate the rationale of economic development generally in 
terms of enhancing gender equality and reducing poverty. However, actual 
progress toward these goals has varied greatly among and within countries. . It is 
beyond the scope of this essay to speculate about the reasons for these variations. 

While governments of all developing countries have unanimously 
adopted the Programme of Action, an actual shift at the policy level and espe- 
cially at the program level has not been swift. Speculation on the fate of the 
recommendations contained in the ICPD Programme of Action is the focus of 


the volume’s final chapter. 


Notes 


1. A reduction in the population 
growth rate is believed to improve a 
country’s prospects for economic develop- 
ment, which in turn is believed to enhance a 
country’s ability to improve the lives of its 
citizens. This belief, while not accepted uni- 
versally, is based on the reasoning that a re- 
duction in fertility reduces the size and 
proportion of the population in the 0 to 4 
year age group and, therefore, reduces the 
demand made by the education and health 
services for government resources. Thus, 
with declining fertility, per capita availabil- 
ity of resources for education and health in- 
creases even in the absence of a real increase 
in the allocation of government resources for 
these services. Thus, a reduction in the 
population growth rate implicitly has been 
assumed to improve human wellbeing. 
However, the actual impact of a reduction in 
population growth on the improvement in 
human wellbeing depends upon the way 
education, health, and economic policies are 
formulated and implemented in a country. 


2. There has been an unintended ben- 


efit of the unusual course of demographic 
transition in India. The state of Kerala is 
deemed a success story. The mortality de- 
cline in Kerala, however, took place much 
earlier than that of India as a whole, and it 
preceded fertility decline in the state. Conse- 
quently, the annual population growth rate 
in Kerala peaked much earlier and remained 
higher than that of all-India during the pe- 
riod from 1901 to 1971. The population of 
India in 1991 would have been 1.085 billion 
instead of 846 million had the country fol- 
lowed the same trends in fertility and mor- 
tality since 1901 as the state of Kerala. This 
means that while the population policy in 
India has been deemed a failure, the size of 
the country in 1991 was 239 million people 
smaller than it would have been had the 
country followed the example of Kerala. 


3. The education data for Egypt, India, 
and Kenya are taken from the Demographic 
and Health Surveys conducted in the early 
1990s; the data for Mexico are taken from 
the 1990 census. It is assumed that the edu- 
cation distribution of women in the 45—49- 
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year age group in the early 1990s reflects 
their educational achievement when they 
were 15-19 years of age in the early 1960s. 


4. We do not know whether the reduc- 
tion in education achievement observed in 
Kenya is an artifact of data quality. The lat- 
est Demographic and Health Survey cur- 
rently being conducted would provide 
further evidence on the trends in education 
achievement. 


5. It is too early to say anything about 
the actual implementation of this new ap- 
proach or its effectiveness in reducing fertil- 
ity. Nevertheless, three points are worth 
noting: it focuses exclusively on service de- 
livery; it justifies the shift in terms of it be- 
ing more effective in reducing fertility, rather 
than as a desirable end in itself; and it does 
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Egypt’s Population Policy: 
The Long March of State 
and Civil Society 


‘The international debate on population policy has fos- 
tered divergent strategies, some promoting the single-minded provision of 
family planning services and others backing overall socioeconomic develop- 
ment as the best means for stabilizing population growth.’ Formulated as such, 
the debate seems to be missing salient components. Rarely are questions asked 
about the efficacy of a national policy itself, regardless of the strategy adopted. 
What contributes to the government’s overall competence in formulating and 
implementing public policies? What groups in society reinforce policy objec- 
tives and what others may act as “saboteurs”? The fortunes of a population 
policy may be no better or worse than those of other public policies in a given 
country at a given time. To examine these questions in more depth, this chapter 
reviews the Egyptian case. 

Egypt’s population policy experience represents an illuminating case 
study for the ongoing international debate, for Egypt has tried both sides of the 
argument, simultaneously and sequentially: both provision of family planning 
services and concerted socioeconomic development. The Egyptian case also 
sheds new light on some missing components of the debate: the efficacy of 
population policy choices and the ability of government to pursue any of its 
public policies amid an array of other civil forces and constraints. The heated 
media controversy in Egypt over the hosting of the United Nations Interna- 
tional Conference on Population and Development (ICPD) in 1994 testifies to 
the fact that, more than 30 years after the country’s first population policy was 
formulated, major constituencies in Egypt remained unconvinced that the basic 
principles of the national population policy were sound. 
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Egypt’s physicians and social scientists had noted the country’s popula- 
tion problem as early as the mid-1930s—in terms of a rapid population gee 
rate outstripping the country’s capabilities to expand its resource base. Yet, it 
was not until the early 1960s that Egypt declared its first population objective, 
to slow the rate of population growth and speed up the rate of economic devel- 
opment. In the subsequent three decades, population growth has oscillated 
between 3.1 and 2.1 percent per annum, while economic growth has ranged 
from 0.0 to 8.0 percent. Between 1960 and 1994, Egypt’s population more than 
doubled, from 26 million to 60 million. While the growth of real income per 
capita may have kept pace, financing Egypt’s economic development has led to 
a heavy external and internal public debt, estimated in the early 1990s to be 
about $40 billion. The per capita share of that debt equals the average annual 
income per capita—that is, about $630. A persistent high rate of population 
growth is often cited as the main culprit, and consequently the population 
policy is judged to have fallen far short of its objectives. 

This chapter examines Egypt’s population policy over several decades to 
identify where, how, and why it may have succeeded or fallen short of its ob- 
jectives. The framework for assessment takes into account distinctions between 
population policy goals (that is, fertility reduction, spatial redistribution, reduc- 
tion in infant mortality, and so forth) and the way those goals are rationalized 
to the public (for example, poverty reduction, individual welfare, and societal 
development). The framework also takes into account that policy mechanisms 
(such as the promotion of family planning) may be accepted or rejected by 
various groups in the society for reasons other than those reflected in the offi- 
cial policy objectives. To better understand the complex elements contributing 
to policy performance, the study assesses the differing perspectives of relevant 
Egyptian actors. Most population studies focus on service providers and cli- 
ents—for our purposes, government agencies and women (or couples). Both of 
these, however, are influenced by a multitude of intermediaries, including commu- 
nity leaders, civil associations, and traditional alliances whose pivotal role in popu- 
lation policy development and implementation has often been neglected. 

While population policy in theory encompasses mortality, fertility, and 
migration, in Egypt the policy focus has been predominantly on fertility reduc- 
tion (National Population Council 1993b). Population policy (like all public 
policies) is formulated at the upper levels of government. The middle and 
lower levels oversee its implementation by targeting families in the reproduc- 
tive stage of their life cycle, with the objective of reducing births and achieving 

longer spacing between them. Whether or not persons at this level of govern- 
ment are strongly committed to the policy and whether or not the government 
has provided adequate institutional channels and inputs for its implementation 
are among the factors that need to be evaluated. 

Such national-level variables are important, but micro-level factors bearing 
on individual men and women are even more critical. Their intimate decisions 
about fertility are made within families and a community of peers, neighbors, 
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and friends. Increasingly, and especially in Egypt’s urban areas, formal and 
semi-formal networks have become powerful intermediaries in shaping, sift- 
ing, and sorting individual views on reproductive behavior. In other words, the 
government's messages and actions pass through many filters before individu- 
als respond to them. Hence, the government's effectiveness in neutralizing or 
winning over those intermediaries will help determine the reproductive behav- 
ior of men and women. In this study, we refer to those layers of nongovern- 
mental actors as “civil society.” They include some obvious players, such as 
civic and religious leaders, and other less obvious groups such as politically 
mobilized professional unions. 

Previous evaluations of Egypt’s policy performance have not assessed the 
degree of concordance among members of various civil associations and pro- 
test groups such as the Islamic activists, or between those various groups and 
the government’s population policy. This chapter attempts to bridge that gap by 
presenting the findings of a field study conducted in nine Egyptian governorates. 


AN OVERVIEW AND HISTORY OF EGYPT’S 
POPULATION POLICY 


A formal public policy should contain the following elements: clear formula- 
tion of objectives, allocation of resources, and institutional arrangements for 
implementation, monitoring, and evaluation. Depending on the country’s sys- 
tem of governance, the emergence of a public policy may be preceded by a 
period during which the lobbying of a small number of actors triggers a national 
debate leading toward broad-based support for policy adoption. In other settings, 
the promulgation of the policy itself generates debate, awareness, and support. 

The emergence of Egypt's formal population policy unfolded gradually 
over three decades, from the 1930s to the 1960s. It took two additional decades 
to mature into a full-fledged, nationally funded public policy in the 1980s. 


The Rumblings of the 1930s and the Timid Encounters of the 1950s 


In the 1930s, Abbas Ammar, a social geographer at Cairo University, and Wendel 
Cleland, a professor at the American University in Cairo,’ sounded the first alarms 
over Egypt’s population problem. By then it had become clear that the country 
was experiencing rapid demographic growth. Trend statistics were available, as 
Egypt had conducted four consecutive ten-year censuses since 1897. If esti- 
mates of the country’s population by Napoleon’s experts of the French Expedi- 
tion a century earlier (1798-1802) were accurate at around 4 million, then Egypt 
more than doubled its population in 100 years—to about 9 million in 1917. By 
the time of Ammar’s and Cleland’s warnings, the country was already approach- 
ing a population of some 15 million. In 1937, a conference of Egyptian physicians 
called publicly for national programs to curb population growth. 

Only a few nongovernmental organizations (NGOs) and small groups of 
Egyptian scholars and intellectuals took the warning seriously.’ Among their 
proposals were calls to reform the conditions of Egyptian peasants, some even 
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LANDMARKS IN THE DEVELOPMENT OF EGYPT'S POPULATION _ 
POLICY | a —Crrrrt—~—~——— 
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1945 
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1965 
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1985 
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Mohammed. 


_ The first Islamic pronouncement (fatwa) permitting family planning 


The first scholarly paper on Egypt's population is presented at the Wor : 
Geographical Congress, Cambridge, UK, by Dr. Mohammed Awa . 
“Analysis of Egypt’s Population Estimates in the 19th Century” isp u 
lished in Egypte Contemporaine, March, = == 
Abbas Ammar and Wendel Cleland independently publish studies w 
ing about unchecked population growth in Egypt. 


The Egyptian Medical Association organizes a Conference on Populatio 


made by Sheikh Abdel-Maguid Selim, Grand Mufti of Egypt and Rec 
of Al-Azhar. a —=—S—rs 
The Maadi Child Welfare Society offers Egypt's first contraceptive and 
infertility services. _ _ 
The Governmental Committee on Population Affairs is established. _ 
Eight experimental clinics are opened by NGOs to offer family planning 
services. | 


The National Charter proclaimed by President Nasser endorses family — 
planning as a national policy to slow population growth. The first orga- _ 
nized effort at policy implementation is undertaken by an NGO, the — 
Egyptian Family Planning Association. 


The Supreme Council of Family Planning (SCFP) is established by the 
government and chaired by the prime minister. 


The SCFP evolves into the Population and Family Planning Board 
(PFPB). | 


A demand-driven Population and Development Program is inspired by 
the Bucharest World Population Conference. 


An influential NGO, Family of the Future, is established. 


A National Conference on Population is chaired by President Mubarak. 
The National Population Council is established, replacing the PFPB. 


The Copper-T IUD is introduced ona large scale. 


The Clinical Services Improvement Project is introduced by the Egyptian 
Family Planning Association. 


The Ministry of Population and Family Welfare is established. 


The International Conference on Population and Development is held in 
Cairo, recognizing Egypt's progress in addressing its population problem. 


The Ministry of Health and Population is created to signal the close rela- 
tionship between reproductive health and family planning. 
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daring to suggest an agrarian reform scheme—a redistributive measure to re- 
duce the flagrant concentration of land ownership. This signaled an early, if 
vague, awareness of a link between the population problem, poverty, and so- 
cioeconomic development. 

These early rumblings did not result in a formal population policy, but 
they did lead the government to establish a special “Peasant Affairs Depart- 
ment” (Maslahat) in the mid-1930s, which quickly evolved into the Ministry of 
Social Affairs in 1939. That ministry eventually came to have considerable con- 
trol over the activities of NGOs, a role it retains to the present day. Soon after, 
World War II and swelling nationalist aspirations pushed the population prob- 
lem to the margins of Egypt’s public debate until well into the 1950s. 

Egypt's sociopolitical system changed in 1952 when a group of revolution- 
ary officers, led by future president Nasser, established themselves at the helm 
of the government. Their first priority was to address Egypt’s socioeconomic 
problems. In 1953, two Permanent Supreme Councils were established, one to 
promote production, the second to promote social services. A National Com- 
mittee for Population Affairs (NCPA) was formed to address population issues, 
and its establishment ignited the continuing debate on the best approach for 
coping with rapid population increase. The majority opinion, backed by the 
revolutionary officers, was that equitable socioeconomic development was 
bound to curb population growth in time. The minority opinion held that 
Egypt should not wait until the fruits of such development exerted their im- 
pact on demographic trends, because the growth rate itself could derail eco- 
nomic growth (National Population Council 1993b). 

Some observers at the time suspected that President Nasser, himself the 
father of five children, felt that a bigger population gave Egypt greater weight 
in Arab, Middle Eastern, and international affairs. Military strategists often 
equate population size with power, and some of Nasser’s public statements 
seemed to substantiate this suspicion. However, Nasser would change his 
views on the matter several years later. 


An Objective Without a Policy in the 1960s 


In 1961, nine years after Nasser came to power, he articulated his general vi- 
sion and proposed an agenda for the country in a document titled “The Na- 
tional Charter.” It was widely representative of the views of all major social 
actors at the time. Of interest to us is an unequivocal statement asserting that 
“high growth rates represent the most dangerous obstacle that hinders efforts 
to raise the standard of living of the Egyptian people” (Department of Information 
1961: 49). Since then, every Egyptian government has reiterated this assertion. 

It took several years after the Charter was issued to operationalize the as- 
sertion in a concrete objective. In 1965, the Egyptian government declared its 
first population objective, namely “reducing the crude birth rate (CBR) by one 
per thousand per annum” (National Population Council 1993b: 13). It also de- 
clared its support for family planning efforts, pledging to prepare a network of 
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family planning service delivery outlets. However, because the government 
was preoccupied at the time with economic and military concerns, it mivented 
little other than rhetoric in the effort. A Ministry of Health program initiated 
some services in 1966, complementing the health and community development 
activities of various NGOs. 

After the 1967 military defeat in the third Arab-Israeli war, Egypt became 
even further mired in other concerns. Nevertheless, the mobilization of one 
million Egyptian soldiers along the Suez Canal for the following eaves Yeats 
helped to achieve the government's objective of slowing the rate of population 
growth. It was an achievement by default, however, and not the result of a policy. 


A Policy Without Objectives in the 1970s 


Shortly after the October 1973 war and the demobilization of troops, the first 
true national population policy was formulated, with a ten-year implementa- 
tion plan (1973-82). Both the policy and the plan were couched in general 
terms. They emphasized the links between population growth and socioeco- 
nomic development, and reiterated the majority opinion of the NCPA of 20 
years earlier. The policy took as an article of faith that “demand for family 
planning services hinges critically on the level and nature of development ef- 
forts” (National Population Council 1993b: 13). Such efforts would include 
expediting progress on several fronts before explicit demographic goals could 
be achieved, including an increased standard of living, mechanization of agri- 
culture and industry, upgrading education, improving the status of women, 
extending coverage of social security programs, reducing infant and child 
mortality, adopting relevant information, education, and communication (IEC) 
programs, and upgrading family planning services. 

This list of “desirables,” however commendable, got the population prac- 
titioners nowhere. In a policy re-articulation in 1975, four aspects of Egypt’s 
population problem were clearly identified: rapid population growth, spatial 
maldistribution, a low level of socioeconomic development, and uneven age 
structure (National Population Council 1993b: 13-14). Although a definite ad- 
vance Over previous government documents, the 1975 National Population 
Policy still lacked resource commitments equal to the magnitude of the task 
(National Population Council 1993b: TS). 


A Policy with Clear Objectives in the 1980s 


A second national population policy was issued by the Egyptian government 
in 1980, titled “National Strategy Framework for Population, Human Resource 
Development, and the Family Planning Program” (National Population Coun- 
cil 1993b: 14). In this and related documents, we see for the first time clear 
objectives and targets, along with definite measures for their achievement ac- 
cording to a specified timetable. One target was to reduce the crude birth rate 
by 20 per 1,000 by the year 2000, from a starting point of 40.9 per 1,000 in 1980. 

A mark of this new commitment was the National Conference on Popula- 
tion in 1984 and the establishment of the National Population Council (NPC) 
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shortly after to replace a succession of lower-level governmental bodies. Presi- 
dent Hosni Mubarak himself headed the NPC board in its early years. In 1986, 
the NPC formulated the third national population plan. It was far more ad- 
vanced than previous plans in the clarity of its targets and in its programmatic 
feasibility. Many of the objectives of the third plan were achieved on time or 
even earlier. 

Reflecting on the lessons learned from more than three decades, the plan 
put greater emphasis on the “free choice” of citizens to regulate their family 
size, and on their right to migrate internally or externally. International prin- 
ciples of sound development planning are reflected in the plan document— 
grassroots participation, empowerment of women, education for all, environment- 
al concerns, and a decisive role for NGOs. Equally significant is that the third 
population plan was integrated in the National Five-Year Plan of 1987/88- 
1991/92, the first time this had occurred. This ensured, among other things, a 
parliamentary debate before the population plan was enacted into law, and the 
specific allocation of budgetary resources for its implementation. 


Consolidating Policy and Implementation in the 1990s 


In Egypt, power is highly centralized and concentrated in the executive branch 
of the government. Egyptians have learned to take their cues about the relative 
importance of policies, issues, events, and people from various political sym- 
bols and terminology. The designation of a governmental organization as a 
“committee,” a “commission,” a “council,” or a “ministry,” for example, carries 
with it progressive levels of prestige and importance. Thus, it is significant that 
on 14 October 1993 a new cabinet position, the Minister of State for Population 
and Family Welfare, was created. Dr. Maher Mahran, who had been Secretary 
General of the National Population Council since 1986, was appointed Minis- 
ter. In early 1996 a consolidated Ministry of Health and Population was created 
under the leadership of Dr. Ismail Sallam. This evolving stature symbolizes the 
increasing importance of population as a priority of the Egyptian government. 

Perhaps of even greater policy importance was the presidential decree 
naming the new prime minister, also in October 1993. President Mubarak 
charged the new government with the task of addressing seven political objec- 
tives, among them—for the first time ever—the population problem. Thus, 
both symbolically and substantively—and at the highest government level— 
population has become a paramount policy issue in the 1990s. Why did both 
Nasser and Mubarak come to believe, well into their presidencies, that popu- 
lation issues deserved greater attention? In Nasser’s case, it appears that radi- 
cal fervor and a single-minded belief in his economic reforms became 
tempered over time by the intractable nature of poverty in the country. Simi- 
larly, Mubarak appears to have concluded that his policies of economic liberal- 
ization alone would not lift Egypt’s fortunes. Both men were faced with the 
stark demographic reality that population growth was swallowing up gains on 
the socioeconomic front. Once having made the commitment, they turned their 
attention to articulating and implementing the policy. 
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POPULATION POLICY IMPLEMENTATION 


Since the mid-1960s, a national body (currently the National Population Coun- 
cil) has been in charge of coordinating Egypt’s population policy. The Ministry 
of Health and Population, the State Information Service, and the Ministry of 
Social Affairs through the work of NGOs have been major partners in imple- 
menting this policy, with other government bodies involved to a lesser extent. 

As already noted, Egypt’s population policy entails, in theory, more than 
family planning. In reality, however, the distribution of or in family 
planning clinics has been the main concern of most implementing groups. This 
narrow focus is partly due to international agency influence and partly to a 
lack of confidence in other measures. In addition, other sectoral programs, such 
as education or investment in new communities, are beyond the direct control 
of coordinating agencies as the NPC. Thus, by the 1980s the service delivery 
side of population strategies had prevailed over other strategies such as redistrib- 
uting wealth or raising women’s status. Consequently, the following account fo- 
cuses mainly on the evaluation of national family planning efforts in recent years. 


Family Planning Services 


Family planning service delivery is provided by the Ministry of Health and 
Population, community-based NGOs under the supervision of the Ministry of 
Social Affairs, pharmacies, and private clinics. All together, there are some 
16,000 public and NGO facilities working in family planning-related activities, 
along with many of Egypt’s 100,000 private physicians and more than 20,000 
pharmacies. The relative share of these various service delivery points tilts to- 
ward the public sector, which was responsible for distributing approximately 
36 percent of all methods used in 1995 in comparison to 24 percent in 1988 
(National Population Council, EDHS 1988 and 1996). 


Information, Education, and Communication 


With the major media of mass communication still government-controlled, the 
Ministry of Information has increasingly deployed its departments to promote 
the population policy. Television advertisements, messages, and dramatic seri- 
als often use popular actors and actresses to promote family planning. Radio 
has been mobilized in a similar manner. An unofficial account estimates the 
time devoted to media propagation of family planning messages to have in- 
creased sevenfold between 1980 and 1990 (National Population Council 1993b: 
43). According to Egypt’s 1992 Demographic and Health Survey (EDHS), over 
70 percent of Egyptian women acquired their knowledge about family plan- 
ning from television. 

Since the early 1980s, the Ministry of Education has begun teaching popu- 
lation-related issues, including family planning, in home economics and sci- 
ence classes at girls’ secondary schools. In the mid-1980s, similar teaching 
materials were introduced in boys’ schools. In the early 1990s more subtle 
messages on the values of a smaller family have been interspersed in other 
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teaching materials for Arabic language, civics, and social science classes. But 
the Ministry’s more indirect but equally important role lies in combating illit- 
eracy, especially among women and marginal groups in rural areas. Aside from 
being a worthwhile objective in its own right, literacy is a proven means to 
more effective service utilization, and to changes in the values and behavior 
related to reproduction. 


Other Population-Related Development Activities 


The manner in which Egypt’s population policy has been formulated since the 
1960s makes nearly all government organizations responsible to some degree 
for its implementation. For example, the objective of population redistribution 
is the responsibility of five ministries: the Ministry of Reconstruction and New 
Settlements, the Ministry of Defense, the Ministry of Tourism, the Ministry of 
Land Reclamation, and the Ministry of Industry. Each of those has to generate 
plans, programs, projects, and activities that will lure people away from the 
overcrowded Nile Valley and Delta governorates toward the new communities 
in the desert and in border governorates (Red Sea, Sinai, Matrouh, and New 
Valley). Likewise, the Ministry of Manpower and Training is in charge of re- 
ducing unemployment among men and of increasing paid employment for 
women, through targeted training and retraining programs. A main task of 
these various ministries, therefore, is to contribute to the policy objective of 
improving the socioeconomic status of Egyptians. 

In short, the implementation of Egypt’s population policy is, at least in 
theory, multilevel and multisectoral. This plethora of agencies and activities 
makes it difficult to determine where true accountability rests within the sys- 
tem. The problem has been compounded by recent efforts to decentralize re- 
sponsibility for population targets. Thus, a new layer of actors—governors and 
local officials—is added to the picture. 


POPULATION POLICY PERFORMANCE 


In this section, we evaluate the success of Egypt’s population policy in terms of 
several indicators, including fertility trends, nuptiality, prevalence of family 
planning, and migration. 


Fertility Trends 


Egypt's success in achieving its first population policy objective—the reduction 
of growth rates—can be inferred from the steadily declining fertility rate. Egypt 
has maintained fairly good vital statistics since 1912. Until the 1930s, the crude 
birth rate (CBR) hovered around 50 per 1,000 population. It began a slow but 
steady decline in the early 1940s and dropped to a little above 40 per 1,000 in 
1960, around the time when the government population policy was initiated. 
Despite slight fluctuations, the overall downward trend continued at a slow 
pace and reached 36.6 per 1,000 in 1988. Then the pace of decline became mark- 
edly faster (see Table 2.1), with the CBR dropping to 31.0 per 1,000 in 1991 and 
to 28.6 in 1995. 
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Table 2.1 Egypt’s population: Size and vital rates, 1950-95 


Total Infant 
Population _ Birth rate Death rate Growth rate fertility mortality 

Year (millions) (per 1,000) (per 1,000) (per 1,000) rate rate? 
1950° 20.33 45.1 17.9 7 a Be 6.56 200 
1952° 21.44 45.2 178 27.4 6.56 
1960° 25.96 42.9 16.9 26.0 7.09 150 
1966° 30.08 41.2 15.9 25.3 6.53 
1970 32.34 36.1 154 2A 553 135 
1976° 36.63 38.0 i So 26:.5° en 
1980° 42.13 40.9 10.4 30.5 5/26 85 
1986° 49.86 38.7 9.2 29.5 4.90 
1987? 51.35 37.4 9.1 28.3 4.38 
1988> 52.83 36.6 §:1 28.5 4.38 
1989 54.21 Bese tf 24.5 4.38 
1990° sb Ren ga-0 15 29.0 4.38 65 
1991° 56.90° Sto 7.6 23.4 3.90 
1992 58.19° 29.2 7.4 21.8 3.90 43 
1995! 58.98 28.6 6.8 21.8 3.60 


* National Population Council (1994). 

’ Central Agency for Public Mobilization and Statistics (CAPMAS), estimates based on Civil Register. 

‘ Census figures. 

‘The 1970 and 1976 official figures are widely suspected of inaccuracy; the US National Academy of Sciences 
estimates give growth rate figures of 21.8 per 1,000 (instead of 21.0) for 1970 and 26.9 per 1,000 for 1976 
(instead of 26.3). With either set of figures, however, the trend is in the same direction. 

*United Nations (1991). 

‘National Population Council (1996). 


Assuming that the figures for the last 40 years are accurate, it would seem 
that the reduction of the CBR is due to structural, not to transient, factors. 
Should the trend continue at the same or even at a slower pace for the rest of 
the 1990s, it could become irreversible. The only caveat here is that Egypt had 
witnessed a sharp reversal in the direction of its annual CBR between 1960 and 
1980, dropping from 42.9 per 1,000 in 1960 to 36.1 per 1,000 in 1970, and then 
rising again to a high of 40.9 per 1,000 in 1980. 

The forces underlying the declining growth rate, however, are more 
clearly indicated by the total fertility rate (TFR)—the number of children a 
woman would have during her reproductive life from 15 to 49 years of age. 
Unlike the CBR, the TFR has not fluctuated. Instead, there has been a steady 
decline from 7.09 children born to females aged 15-49 in 1960 to 3.9 in 1990-92. 


Nuptiality 


An important means of reducing population growth is to delay the onset of 
family formation. The timing of marriage, referred to as nuptiality, has changed 
significantly in Egypt in recent years, primarily due to delayed age at marriage. 
One indicator of this change is the crude marriage rate (CMR)—the number of 
marriages per 1,000 population. In 1950, the Egyptian CMR was about 11.0 per 
1,000. It declined to 8.3 in 1992, despite a brief upsurge in the late 1970s and 
early 1980s (the post-1973 “war marriage” boom). 
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Added substantiation for the trend toward delayed age at marriage, espe- 
cially for women, comes from the census data for 1960 and 1986. During that 
quarter of a century the number of women 16 years of age and older who were 
never-married rose from 12.0 per 1,000 to 20.0 per 1,000. Delayed age at mar- 
riage means a shorter reproductive period and a longer span between each 
generation, thus reducing population “momentum.” The average age of women at 
first marriage increased from 18.3 to 20.7 years between the early 1970s and the 
mid-1990s. Much of the delay in marriage age was attributable to increased fe- 
male education or to financial difficulties among urban couples. It is discon- 
certing to note that roughly 20 percent of Egyptian women, largely concen- 
trated in rural areas, still marry below the legal minimum age of 16. 


Family Planning 


Reliable national family planning data exist only since the 1980s, with the com- 
prehensive Demographic and Health Surveys conducted in 1988, 1992, and 
1995 together with a number of other surveys commissioned by the NPC. 

These data indicate a steady increase in the use of contraceptives. The 
contraceptive prevalence rate (CPR)—the percentage of currently married 
women reporting use of any contraceptive method—has risen from about 24 
percent in 1980 to 48 percent in 1995 (see Table 2.2). There is a marked regional 
variation in CPR. For example, in 1995, CPR in urban governorates averaged 58 
percent as compared with about 55 percent in Lower Egypt and only 32 per- 
cent in Upper Egypt. The biggest net increase between 1988 and 1995 was in 
Lower Egypt (14 percentage points), followed by Upper Egypt (10 percentage 
points), and the urban governorates (2 percentage points). Since rural areas of 
Upper Egypt account for 24 percent of the country’s population, its CPR needs 
to be increased from its current level to the level prevalent in other governor- 
ates, in order for the overall CPR to rise significantly. 

The media and educational blitz informing Egyptians about the methods 
and desirability of family planning must be credited with much of the progress 
noted in the 1980s and 1990s. According to the 1995 DHS, nearly 100 percent of 
married women know about contraception, and some 93 percent know of a 
source for information and/or services. However, only about two-thirds of 
married women have ever used contraceptives, and less than one-half are cur- 


Table 2.2 Percentage of currently married women using contraceptives in Egypt, by 
method (1980, 1988, 1992, 1995) 


Method used EFS, 1980 1988 EDHS 1992 EDHS 1995 EDHS 
Any method 24.2 37.8 47.1 47.9 
Any modern method* 22.8 33.5 44.8 45.5 
Pill 16.6 15.3 12.9 10.4 
IUD 4.1 Rene) 24.9 30.0 
Injectables — —_ — 2.4 


10) [2.01 ©) ©) | 2 ta 
*Modern contraceptives include the pill, IUD, diaphragm, condom, and injectables. 
Source: 1980 EFS (unpublished), quoted in 1995 EDHS; 1988, 1992, and 1995 Egypt Demographic and Health 


Surveys. 
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rent users. In the gap between awareness and practice lies the maj OF challenge 
for Egypt’s policymakers and implementers. For example, according to the 1995 
EDHS, while 64 percent of married women wanted no more children and another 
15 percent wanted to space their next child for at least two years, only oper 
cent were using contraception. Trends for the country as a whole seem to indi- 
cate a decline in unmet need for contraception from 20 percent in 1992 to 16 
percent in 1995. In conclusion, Egypt’s official policy to slow the population 
growth rate through reduction of fertility seems to be taking hold, although con- 
siderably more gains are possible by reducing unmet need further. 


Migration 

In 1974, Egypt’s external migration laws were loosened to create an “open 
door.” Since then, large-scale migration flows out of Egypt have occurred, pri- 
marily by males to the oil-rich Arab Gulf states. In the late 1980s, the number 
of Egyptians working abroad (that is, temporary migrants) was estimated to be 
around 2.5 million.’ Migration opportunities are diminishing, however, and it 
is expected that a majority of the Egyptians abroad will return home. As a 
matter of fact, as many as 25 percent of migrants to the Gulf area were forced 
to return en masse from Kuwait and Irag during the 1990-91 Gulf crisis. While 
conclusive evidence is lacking, one can speculate that large-scale male migra- 
tion throughout the 1980s had a fertility-depressing effect. Rapid repatriation 
could possibly result in a temporary fertility “bulge.” 


EVALUATING POPULATION POLICY 


In the early 1960s when Egypt initiated its population policy, the country con- 
tained 26 million inhabitants and the annual rate of growth was 2.8 percent. By 
1987 the population was 50.5 million and the annual rate of growth was still 2.8 
percent. These two points of comparison alone might suggest that Egypt’s 
population policy had failed dismally in achieving its primary objective of re- 
duced growth. But as the previous analysis showed, Egypt’s growth rates fluc- 
tuated, and the annual growth rate did decline from 2.8 to as low as 2.1 percent 
in the ten-year period 1961-70. The rate rose again, from the 1970s to the mid- 
1980s, to reach an all-time high of 3.1 percent in 1980. In the following 12-year 
period, 1980-92, Egypt managed another sharp reduction of the annual rate 
from 3.1 to 2.2 percent (see Table 2.1). 


Controlling the Population Growth Rate 


Thus, we begin our evaluation of Egypt's population policy by noting that 
Egypt has not only contained population growth, but has done so rapidly and 
forcefully. Had Egypt been able to maintain its 1970 rate of growth of 2.1 per- 
cent over the entire interval from 1960 to 1994, its population in 1994 would 
have been only 50 million—some 10 million less than its actual size of 60 mil- 
lion. On the other hand, had Egypt maintained its substantially higher 1960 
growth rate of 2.8 percent over the entire interval, its population could have 
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reached 65 million by 1994, or 5 million more than its actual size. With its ac- 
tual policy performance, Egypt reduced its population by only one-third of 
what it could have achieved had it maintained the 2.1 percent growth rate 
since 1970. As a crude measure of success, Egypt thus achieved 33 percent of its 
primary population policy objective. 

Much of this success was achieved in the first decade and in the most re- 
cent five years (1989-94) of the policy. Between those two periods there were 
some 20 years of zigzagging and muddling through. Though different in many 
ways, the two periods of success had one thing in common: the existence of a 
comprehensive Five-Year National Plan for socioeconomic development. These 
two periods together were approximately one-half of the time span of Egypt’s 
population policy. Gauged by Egypt's steadily declining total fertility rate, the 
country has done as well as most other developing countries with similar goals 
during the same period (from the 1960s to the 1990s). The fact that Egypt’s 
population growth rate has not declined further is due to an even faster rate of 
mortality reduction (from 16.9 per 1,000 population in 1960 to 7.4 per 1,000 in 
1992). Thus, while total fertility declined by 45 percent, mortality declined by 
56 percent during the same period (1960-92). 


Spatial Redistribution 


A second objective of the population policy, a more balanced spatial distribu- 
tion, was introduced in the mid-1970s. On this objective, there is yet to be any 
marked success. Between 1976 and 1986, the governorates that were highly 
dense grew even more so. Of the four border governorates—New Valley, 
Matrouh, Red Sea, and Sinai—that were not densely populated, only Sinai ex- 
perienced a substantial increase in its population density, from 0.2 to 3.3 per- 
sons per square kilometer. But even here, a caveat is in order. Until 1976 much 
of Sinai was still occupied by Israel; hence, most of its native population were 
either refugees in the rest of Egypt or were under Israeli occupation, and not 
counted. In New Valley, Matrouh, and Red Sea, the density per square kilome- 
ter is less than one person, compared with Cairo’s approximately 24,000, or the 
country’s overall density of 48. 

According to both the Population Plan and the National Five-Year Plan 
that began in 1987, Egypt was to build some 20 new cities, in desert and border 
governorates. These new settlements were to reach 200,000-350,000 inhabitants 
each, thus absorbing some 5.5 million of the expected 7 million population 
increase during those five years (National Population Council 1993b: 29). An 
estimated 5 billion Egyptian pounds (L.E.)—equivalent to US$1.5 billion—was 
earmarked toward fulfilling this objective. Most of this investment was spent 
on infrastructure and housing. However, these communities, along with older 
ones built between 1975 and 1982 (Tenth of Ramadan, Sadat, and Sixth of Oc- 
tober cities) have attracted only about 7 percent of the targeted population, or 
350,000 out of the 5 million targeted. | 

Noteworthy here is that besides the L.E. 5 billion invested by the govern- 
ment, at least as much was invested by the private sector. Part of the private 
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investment went to high-technology industries in the new cities. ia capital- 
intensive, these industries did not generate as many jobs as Egypt’s planners 
had counted on. Many of the new cities are also so close to old urban centers 
that workers and employees prefer to commute from their homes rather than 
take permanent residence in the new cities. 3 

Other public and private investments went toward new tourist and Maca 
tion resorts along the coasts of the Mediterranean, the Red Sea, and the Sinai. 
The Northern coast highway between Alexandria and Matrouh illustrates dramati- 
cally how a sound policy objective gets distorted or abused. One side of the road, 
overlooking the sea, is highly developed with luxury vacation compounds that 
are used for a few months every year by their well-to-do owners. The other 
side of the road remains undeveloped. People living on the left side of the road 
to Matrouh, mostly Bedouin, still lead much the same lives as their ancestors. 


Socioeconomic Development 


A third major policy objective was to enhance the socioeconomic characteristics 
of Egypt’s population. Health has seen a marked improvement, as indexed by 
the infant mortality rate (IMR), which fell sharply from 150 to about 65 per 
1,000 live births between 1960 and 1990 (see Table 2.1). Official figures indicate 
a further reduction to 43 per 1,000 in 1992 (IDSC 1993: 11). Behind this substan- 
tial improvement is a growing public health system. In 1994 it comprised more 
than 100,000 physicians, 108,000 hospital beds, 3,500 primary health care units, 
and 20,000 pharmacies.° 

On other indicators of socioeconomic development, Egypt has also made 
progress. The number of persons who have access to safe drinking water rose 
from 50 to 90 percent of the population between 1960 and 1990. During the 
same period, Egyptians improved their calorie intake from 90 to 127 percent of 
the minimum daily requirements recommended by the World Health Organiza- 
tion. Adult literacy has risen from 30 to 48 percent, while primary and secondary 
school enrollment has risen from 55 to 89 percent. University enrollment among 
men grew at an average rate of 4.6 percent annually during the period 1960-90; 
the rate for women over the same period was 5.2 percent. Weighted purchasing 
power—the per capita share of the gross domestic product—rose from $500 to 
$1,934, nearly fourfold in three decades (UNDP 1992: 128, table 4). 

Such noticeable progress has to be evaluated in comparative terms. How 
does Egypt measure up against other countries with similar profiles? The 1992 
United Nations Development Program (UNDP) Human Development Report 
provides such comparisons based on the indicators discussed above. Egypt 
ranks 110th among 160 countries, and is classified as “low” on the Human 
Development Scale. For example, while in 1960 Egypt surpassed countries such 
as Morocco and India, by 1990 it had fallen behind Morocco, which ranked 
106th. While still behind, India (ranked 121st) caught up with Egypt in terms of 
life expectancy and adult literacy rates (UNDP 1992: 128, table 4). Based on the 
World Bank’s economic indicators, between 1987 and 1993 Egypt slipped from 
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the “low middle” economies category to the “low” economies category. Egypt's 
annual economic growth rate dropped from an average of 8 percent in the 
1970s to 2 percent throughout most of the 1980s.’ Estimates for the mid-1990s 
range between 3 and 4 percent. 


POLICY PERFORMANCE IN CONTEXT 


Over the past three decades, Egypt’s population policy could be judged mod- 
estly successful in achieving its objectives of reducing the population growth 
rate and improving socioeconomic status, and only marginally or not at all 
successful in the third objective of spatial redistribution. But in order to place 
these evaluations of success or failure in perspective, one should ask whether 
Egypt has achieved any better overall performance in other policy spheres. The 
mixed record on population policy, in fact, is not unique; other public policies 
in Egypt have suffered the same shortcomings. 

A case in point is economic reform policy. Launched in 1974, under the 
name of Infitah or the Open Door Economic Policy, it aimed at liberalizing the 
Egyptian economy from a state command economy to a free-market economy. 
Timidity, bureaucratic resistance, and half-hearted measures resulted in the 
rapid accumulation of external debts (from less than $5 billion in 1974 to about 
$50 billion in 1990) and growing budgetary deficits (from less than 10 percent 
of GNP to over 25 percent). Despite forceful recommendations by a National 
Economic Conference convened by President Mubarak in 1982 for stabilization 
and structural adjustment, public opinion was slow to be won over, and old 
systems were hard to dislodge; not until May 1991 were any of those recom- 
mendations enacted into policy. Momentum for reform increased after January 
1996 with the appointment of a new Prime Minister. 

While it is too early to judge the outcome of this economic reform and struc- 
tural adjustment policy (ERSAP), the process of its formulation and implementa- 
tion bears a marked resemblance to that of the population policy. Both policies 
required the public to adopt new and unpopular behaviors (reducing family size 
and economic belt-tightening). Both involved a challenge to firmly held values— 
fertility on the one hand and socialist/welfare state benefits on the other. Though 
more recently initiated, the economic reform policy seems to have gone through a 
similar process of hurdles and zigzags, and to have produced mixed results. It took 
some 18 years for the declared objectives of the economic reform to be 
operationalized into a coherent public policy. Some of the reasons behind this lack- 
luster policy performance are examined below. 


The Long Incubation Period Before Structural Adjustment 


Since 1952, Egypt has followed a quasi-socialist command economy. The 
country’s disastrous defeat at the hands of Israel in 1967 compelled Egyptians 
to reassess the performance of the government, society, and the economy. The 
result of this published national review, announced by President Nasser, be- 
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came known as “The March 28, 1968 Declaration.” For the first time in 16 
years, the socialist command economy was criticized and an effort at economic 
reform was pledged. ie 

The March 1968 pledge would not be made concrete until six years later, 
however, in February 1974, when the Open Door Economic Policy was issued 
by Nasser’s successor. President Anwar Sadat carefully drafted the policy, “not 
to undo Egypt's socialism, but to invigorate the public sector through compe- 
tition; to attract Arab and foreign capital, and modern technology and manage- 
ment systems.” The law provided for setting up joint-venture companies with 
Egyptian partnerships of no less than 51 percent. Many presidential decrees 
followed to detail the incentives for potential investors. Three years after its 
implementation, in January 1977, Egypt witnessed the worst food riots in its 
modern history. The army was called on to quell the riots sparked by increased 
bread prices, and many of the economic measures were retracted to calm the 
public (Ibrahim 1993: 4-5). External debt rose from $1.5 billion to $29 billion 
during Sadat’s presidency (1970-81). 

Shortly after taking office, President Hosni Mubarak convened a National 
Economic Conference, in February 1982, to review the situation. Extensive 
policy recommendations were issued for forceful economic reform and struc- 
tural adjustment. The recommendations were hailed at the time by Egypt’s 
creditors and international financial institutions, including the International 
Monetary Fund and the World Bank. However, the Mubarak regime remained 
reluctant to begin implementation. By the time an agreement was officially 
signed with the IMF and the World Bank, in May 1991, the debt had jumped 
from $29 billion to $55 billion. 


Reform by Stealth 


Ultimately, policy changes require political choices by decisionmakers who 
operate in the context of maintaining a domestic power balance. The actors to 
be persuaded in the ERSAP process have included a small but strategically 
located group of leaders from the private sector. Backed by the international 
financial community, these leaders were eager for reform. On the other hand, 
organized labor, managers from the public sector, leftist opposition parties, and 
Islamic activists vehemently opposed ERSAP. These groups were a significant 
threat to the policy because of their capacity to manipulate public opinion. 
Recognizing the inevitable need to implement ERSAP, the Egyptian govern- 
ment resorted to a practice that economists have dubbed “reform by stealth.” 
Subsidies on certain basic goods and services are maintained, but the subsi- 
dized items themselves gradually disappear and are replaced by slightly modi- 
fied and costlier items. 


Mixed Results 


As with the population policy, Egypt's “reform by stealth” produced some 
immediate results. Within the first three years of ERSAP, Egypt managed to 
stabilize its currency, reduce public expenditure, and lower the annual budget 
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deficit from about 25 percent to 7 percent. But beyond these initial successes, 
ERSAP has faltered. The rest of the package—for example, privatization— 
could not be carried out “by stealth.” Meanwhile, the first four years of ERSAP 
(1991-94) produced an unprecedented wave of politically motivated violence, 
mainly between Islamic activists and government security forces. While there 
may be no direct connection with ERSAP, the fact remains that violence has 
been concentrated in the country’s most socioeconomically depressed areas. 
More-direct evidence of the troubled nature of ERSAP is the rising expressions 
of labor unrest—growing from ten incidents in 1990 to 183 in 1993. The two 
types of unrest have added to the government's reluctance to press forward 
with its reforms (Ibrahim 1995: 33-34). 


The Capacity to Govern 


A number of public policies that require popular support and behavioral 
change have not fared well in Egypt. From the inception of an idea to its imple- 
mentation by the government often takes many years—30 years in the case of 
population policy, nearly 25 years in the case of economic reform. During this 
long stretch, the problem that the public policy is meant to address invariably 
worsens, requiring more drastic measures than would have been the case with 
an early start. Egypt’s population more than doubled during the “hesitation pe- 
riod,” 1932-62. The country’s external debts grew several times through periods 
of hesitation: in all, the debt rose from $0.9 billion in 1968 to $55 billion in 1991. 
Part of the hesitation in implementing both policies was due to the 
government's fear of angry popular reactions to public policy measures. Such 
reactions, however, are not inevitable if respected leadership is present or if a 
credible participatory process is included in the formulation of public policy. For 
much of Egypt’s modern history, the two conditions were rare. The success of 
Egypt’s population policy during its first decade, 1960-70, was largely due to the 
commitment, albeit late, of a charismatic leader—President Nasser. In the ab- 
sence of a charismatic leader, broad-based consensus on public policy has been 
hard to generate. The alternative is to rely on bureaucratic efficiency. In fact, 
much of the recent success of Egypt’s population policy derives from improved 
efficiency in providing services for contraceptives the public now seeks. 


EVALUATING THE MAJOR POLICY ACTORS 


To better understand the dynamics underlying official policies, we conducted 
a survey of 696 individuals who are “stakeholders” in family planning pro- 
grams and fertility reduction. The sample included senior national decision- 
makers, top and middle executives on the government level, family planning 
service providers, local community leaders, and women aged 15-49. The sub- 
sample of women was drawn from current clients at sampled family planning 
clinics and one or more of their female neighbors. Husbands, who have re- 
ceived little attention in the national population policy, were not included in 
the survey. 
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Communities included in this survey were purposely selected from low- 
income urban neighborhoods in the capitals of nine governarare, as well as 
from villages in nearby rural areas. The fact that this was a relatively small 
sample suggests that the findings from this survey should be seen as indicative 
and informative, rather than as representative of Egypt as a whole. To set the 
stage for our discussion of the survey results, we first examine the views on 
population of three successive Egyptian presidents. 


The Views of Three Presidents 


President Gamal Abdel Nasser (1952-70) held office for nearly ten years before 
officially recognizing the serious impact of Egypt’s rapid population growth. 
The issue of population growth was addressed in the National Charter only in 
1961. President Anwar Sadat (1970-81) paid little attention to the problem. He 
might even be seen as a negative influence, having arranged the marriage of 
one of his daughters before the legal age of 16. President Hosni Mubarak 
(1981-present) was in office for three years before paying serious attention to 
population issues. He subsequently agreed to chair the newly created National 
Population Council in its first three years. His interest seemed to wane in the 
late 1980s when he relegated this chairmanship to the prime minister, who 
convened the NPC Executive Board only once. In recent years, however, Presi- 
dent Mubarak has taken a direct and renewed interest in the issue. This politi- 
cal commitment culminated in the winning bid to host the 1994 United Nations 
International Conference on Population and Development. 

According to a close presidential aide, Mubarak began taking renewed 
interest in population issues in 1991. This informant attributed the change to 
several factors: the implementation of the International Monetary Fund (IMF) 
agreement for economic reform in the spring of 1991; the repeated emphasis 
given to population issues by high-level foreign visitors and Western aid do- 
nors; and, somewhat later, the approaching International Conference on Popu- 
lation and Development (with early indication that several heads of state 
would attend). 

However, in contrast to his response to pressing economic and political 
issues, Mubarak did not devote an entire public speech to the population issue 
until September 1994. Prior to that, population was typically mentioned in the 
context of broader policy statements.’ Furthermore, the president’s perception 
of the issue was narrowly focused on family planning, which he thought could 
best be handled by technocrats, especially physicians. 

In late 1993 and early 1994, Mubarak began making proclamations about 
a “national strategic project” to develop and settle the Sinai and Red Sea gOv- 
ernorates. This speech and others marked a growing commitment to the broad 
issue of population and development. Mubarak was bestowed the UN Popula- 
tion Award in June 1994.° Shortly afterward, he defended Egypt’s hosting of 
the ICPD against harsh domestic criticism. These events put Mubarak irrevers- 


ibly and forcefully on a proactive course with respect to government popula- 
tion policy.’ 
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The Views of Cabinet-Level Executives 


For this study, 22 cabinet-level executives—18 ministers and 4 governors— 
were interviewed in 1993." The interview started by asking about Egypt's 
major problems and/or challenges at present and in the near future. No spe- 
cific mention was made of the population issue by the interviewer, who is a 
former cabinet-level official himself. 

The number of specific problems mentioned by each executive ranged 
between 5 and 14. As shown in Table 2.3, only 4 out of the 22 top executives (18 
percent) spontaneously mentioned the population question on their list of 
major problems and challenges. None of the four listed it in first or second 
place. The executive who produced the longest list, 14 problems, mentioned 
the population problem as number 13. Problems that had primacy, or were 
more frequently mentioned, included economic, political, social, and religious 
issues. Extremism and terrorism were also high on the lists, as were govern- 
ment inefficiency, lack of coordination, and shortage of government resources. 

Aside from the four respondents who mentioned population spontane- 
ously, the interviewer probed the others as to whether they perceived popula- 
tion as a problem. Out of 18, only 6 conceded that it was; another 8 thought 
overall development would take care of it; and 4 said high population growth 
is used merely as an excuse for other government failures. 

These testimonies were unexpected, given that Egypt’s current population 
plan has assigned specific roles to many of the ministries over which these 
cabinet executives preside. The Five-Year Plan specifically mentions at least 
nine ministries responsible for programs and activities bearing on the three 
policy objectives. All pertinent ministers (current or former) were among our 
sample of top executives. 

The weak commitment to the government’s population policy by a major- 
ity of high-level Egyptian decisionmakers may help to explain why so few of 
its objectives have been achieved. Even those who mentioned the population 
problem on their own or conceded its existence felt no direct responsibility for 


Table 2.3. The population problem as perceived by Egypt's relevant actors 


Percentage of all respondents who 


Spontaneously Agreed it is 

mentioned it a problem Denied it is 

Category as a problem after probing a problem 
Cabinet-level executives (n=22) 18.2 27.3 54.5 
Middle executives (n=45) 24.4 26.4 48.9 
Field practitioners (n=54) 40.7 11.3 48.2 
Physicians (n=36) 25.0 8.3 66.7 
Social workers (n=18) 72.2 16.7 11.1 
Community leaders (n=72) 34.7 19.8 45.8 
Religious (n=36) 11.1 8.3 . 80.6 
Civic (n=36) 58.3 30.6 11.1 


__ Civic nee 
Source: Ibn Khaldoun Survey data, 1993. 
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policy implementation. Their view was that responsibility lay solely with the 
National Population Council, the Ministry of Health, and the Ministry of Social 


Affairs. 


The Views of Middle Executives 

Forty-five mid-level technical executives were interviewed in nine governor- 
ates, each having direct responsibility for some aspect of population policy 
implementation. In each governorate, the directors general of Health, Social 
Affairs, Education, Information, and the senior representative-of the National 
Population Council were included. Interviewers again asked a general question 
about Egypt’s major problems, followed by a question on the population issue 
and respondents’ views on the effectiveness of various societal actors in ad- 
dressing the population problem. 

Only 11 executives out of 45 (24 percent), including 7 NPC senior represen- 
tatives, noted the population problem on their lists. To the interviewer’s surprise, 
when she specifically introduced the population issue to an NPC representa- 
tive in an Upper Egyptian governorate, the representative still would not con- 
sider it a problem. When told in effect that population was the raison d’étre of 
his work, he responded that “it is just a job.” Similarly, the director of health in 
a Delta governorate not only failed to mention population among Egypt's 
major problems, but she adamantly denied the importance of population size 
and growth, seeing spatial distribution as the only problem. When the middle 
executives were probed about population, 12 agreed it was a problem, bringing 
the total to 23 (51 percent). 

Among the 49 percent of respondents at this technical level who did not 
mention population on their problem list, the most frequently mentioned is- 
sues, in order, were (1) unemployment, (2) absence of democracy, (3) terrorism, 
(4) poor public educational system, (5) backwardness of women, (6) corruption 
in high circles, (7) the growing gap between government and the people, (8) 
weak sense of belonging among people, especially youth, (9) poverty, (10) gov- 
ernmental neglect of Upper Egypt and urban slum areas, (11) weakness of so- 
cial and religious values, (12) loss of credibility and confidence in the 
government and its media. 

The research team interviewing this level of respondents concluded that a 
majority of leading government technocrats, in all nine governorates, were neutral 
or nonsupportive of the population policy, and that some were in fact resistant to 
it. They might comply with directives from their respective ministries in Cairo, but 
without really supporting the policy. As with cabinet-level executives, it is expected 
that the growing presidential commitment and public awareness post-ICPD will 
lead middle-level executives to display more support for the government's popu- 
lation policy. 


The Views of Field Practitioners 


The next level of public workers interviewed was physicians and social work- 
ers in local family planning units, including maternal and child health clinics. 
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Some 54 respondents in this category were interviewed: two-thirds were phy- 
sicians and one-third were social workers. These field practitioners have direct 
contact with the women who are potential users of family planning. Ten to 20 
years younger than their superiors, these practitioners nonetheless display 
similar attitudes. 

Forty-one percent of the field practitioners in family planning clinics spon- 
taneously mentioned population on their list of Egypt’s problems, as shown in 
Table 2.3. However, when the responses are broken down into physicians’ and 
social workers’ responses, a striking picture is revealed. 

Only one-fourth of the 36 physicians practicing in family planning clinics 
spontaneously mentioned population as a problem, whereas the proportion 
was three-fourths among the social workers. Aside from the tension that this 
asymmetry may create among practitioners of different professions in the same 
work place, it suggests a variable “world view.” The interviewers also ob- 
served that many of the young male doctors were bearded, and more than half 
of the female doctors were veiled, which may suggest a conservative orienta- 
tion among the physicians. This was further substantiated by a content analysis 
of the young doctors’ problem lists. “Corruption” and “lack of religious val- 
ues” were among those most frequently mentioned. Another problem men- 
tioned (hardly encountered in the lists of higher government functionaries) was 
that of “Western conspiracies” to keep Muslims weak. 

In all, 67 percent of the physicians reject the notion that population is a 
problem for contemporary Egypt. While the physicians may continue to pro- 
mote family planning for other reasons (health and childspacing, for example), 
it seems likely that this category of field practitioner represents a weak link in the 
fertility-reduction component of the country’s population policy. 

The research team observed dissatisfaction among some physicians to- 
ward the government and its policies. When asked to evaluate the role of the 
government in dealing with the population issue, more than 60 percent of the 
doctors ranked its performance as weak or very weak. The other 40 percent 
gave the government a less harsh evaluation, but none ranked it as “good” or 
“very good.” These physicians were more positive in their evaluation of the role of 
NGOs. Misgivings expressed about NGOs were either because of their foreign 
connections or because they yield to governmental restrictions. 

The physicians were forthcoming, and contradictory, when asked what 
should be done to confront the population challenge. Half of them suggested 
“consciousness raising and combating illiteracy, especially among females.” 
Another 28 percent suggested “better training to upgrade the skills of physi- 
cians in family planning.” Some 14 percent recommended better coordination 
among various governmental agencies responsible for family planning, and 
making contraceptives more widely available at cheaper prices. 

This seeming ambivalence among physicians was reinforced by field ob- 
servations made by the research team. Few doctors would deny birth control to 
a woman seeking it, except for medical reasons. Twenty-two of the 36 com- 
plained of women’s irregular or undisciplined use of family planning methods. 
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Half complained that women in their districts do not come for family planning 
services until they have had their fifth or sixth child. These concerns suggest 
that the initial failure to mention population as one of Egypt’s major problems 
does not necessarily imply a pronatalist attitude. | 

Nor does a negative stance toward the government and its population 
policy necessarily suggest a predisposition to discourage clients from hee: ser- 
vices. We speculate, based on other evidence, that physicians’ political views 
were shaped prior to joining the family planning program, while studying in 
the state university system. 


The Views of Community Leaders 


Thirty-six religious leaders and 36 civic leaders were selected from middle- and 
low-income areas, in or near localities with a sampled family planning service 
facility. 

The religious community leaders were Imams (preachers) at private and 
government-supported mosques (18 in each). Only 4 of the 36 Imams sponta- 
neously mentioned population in their list of problems. When the other 32 
Imams were specifically probed about population, only 3 added it to their 
problem list. These 7 were Imams of government mosques under the supervision 
of the Ministry of Religious A ffairs—that is, in essence government employees. 

The other 29 Imams were adamant in denying that a population problem 
exists in Egypt—or in any Islamic country. For them, it is all “Western propa- 
ganda.” While the government Imams would not preach openly against family 
planning, many were as unequivocal as their nongovernmental counterparts in 
condemning “birth control,” a phrase our interviewers and our questionnaires 
did not use. But for most Imams, family planning was synonymous with birth 
control, and constitutes tampering with God’s will. 

The nongovernmental Imams more overtly opposed government policies 
in general and policies related to population in particular. They all indicated 
that they preached in mosques and advised in private against “birth control” of 
any kind. When asked what large families with limited means or mothers in 
poor health and with four or five children should do, about 75 percent of all 
Imams said “there will always be divine providence” and other compassionate 
Muslims to help. The other 25 percent would counsel such parents to “endure 
and be patient.” 

In addition, 36 civic leaders from the communities surveyed were inter- 
viewed. A simple criterion was used—being a well-regarded officer in at least 
one active NGO. Fifty percent of those interviewed had multiple memberships 
in NGOs and all of those resided in urban communities. 

As shown in Table 2.3, 58 percent of the civic leaders readily mentioned 
“population” in their initial problem list, compared with only 11 percent of the 
religious leaders. In fact, with the exception of family planning social workers, 
the civic leaders, more than respondents in any other category, were concerned 
about the population problem in Egypt. Even among those who did not spon- 
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taneously mention it in their problem list, another 31 percent readily added it 
under probing, to bring the total to 89 percent (compared with 19 percent of 
religious leaders). 

Table 2.4 indicates that considerably more civic leaders (53 percent) have 
something positive to say about government efforts than their religious coun- 
terparts (6 percent). When it came to evaluating NGOs, civic leaders were pre- 
dictably positive (72 percent). The researchers observed that both religious 
leaders and physicians tend to be more positive in evaluating NGO efforts 
compared with the government’s efforts. NGOs were generally evaluated as 
more efficient and less affected by corruption. 

Civic and religious leaders seem to hold common views in several areas, 
even if for different reasons. Many criticized the government for the ambiguity 
and weakness of its public policy on population and education. Many civic 
leaders, however, observed that the government has so far failed to obtain a 
definitive opinion from religious authorities legitimating family planning. 
While numerous respected Islamic scholars have supported family planning in 
Egypt since the 1930s, other leaders with popular bases of support have con- 
demned the practice as “un-Islamic.” The civic leaders feel that much of the 
government’s efforts, regardless of efficiency, are undermined by conflicting 
signals about the religious legitimacy of family planning. 

One other misgiving civic leaders expressed concerned the government's 
undue interference with the efforts of NGOs. They felt on the whole that these 
organizations do a good job in the field of family planning, and could accom- 
plish much more if they were not over-regulated. 


Table 2.4 Comparison of religious and civic community leaders’ views on 
population issues 


Hoo oe eee eT eee 
Response category Civic leaders (N=36) Religious leaders (N=36) 


Ranking of government effort 
on population issues 


Positive a | 6.2 
Negative 46.9 93.8 
Total 100.0 100.0 


Ranking of NGO effort on 
population issues 


Positive W193 j 
Negative 29.1 68.8 
No response 0.0 18:7 
Total 100.0 100.0 


Ranking of citizen cooperation 
on population issues 


Positive 56.3 sis 
Negative 43.7 375 
No response 0.0 O13 
Total 100.0 100.0 


totale 
Source: Ibn Khaldoun Survey data, 1993. 
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The Views of Egyptian Women 

The ultimate success or failure of Egypt’s population policy is contingent on 
the response of its citizens. Slowing Egypt’s population growth rate has been 
the main policy objective since the early 1960s, pursued mainly through media 
campaigns and provision of family planning services. Not surprisingly, then, 
married women of reproductive age (15-49) are the primary target of the 
policy. Their reproductive behavior is shaped by many forces, the least direct of 
which is probably official policy. The field study investigated 503 women in 
their reproductive years. All had children and approximately resembled the 
national age distribution for women of reproductive age (34 percent from ages 
15 to 30; 49 percent from 31 to 45; and 17 percent from 46 to 49). The sample 
was drawn from neighborhoods adjacent to sampled family planning centers 
and was somewhat tilted in favor of rural and urban women in poorer and 
lower middle-class areas. 

Regarding education, 69 percent of the women were illiterate, 9 percent 
had been educated up to the primary level, 8 percent had secondary certifi- 
cates, and 12 percent were college-educated. Nearly two-thirds of the women 
reside in large families of seven or more members, with 13 percent living in 
families of four or fewer members. The occupational levels of husbands were 
quite telling: though the sample was drawn from less well-to-do areas, about 
18 percent of the husbands were in high-level occupations (professional, tech- 
nical, and managerial), which require at least a college degree. But because 
they work for the government, their incomes do not allow them to live in bet- 
ter-off communities. These socioeconomic variables correlated highly with 
knowledge, attitudes, and practice of family planning. 

Among the 301 women not currently using a method of family planning, 
51 percent gave husbands’ views and family-related matters as reasons (see 
Table 2.5), much higher than nationally reported figures in this respect (10-15 
percent). As other recent surveys have shown, most Egyptian women know 
about family planning methods. The main sources of this knowledge are tele- 
vision (92 percent), relatives and neighbors (56 percent), radio (33 percent), and 
family planning centers and health clinics (24 percent). Table 2.5 shows that 
government-sponsored television and radio messages concerning family plan- 
ning are highly regarded by most of those exposed to them. However, 15 per- 
cent of the sample considered such media messages as “useless propaganda.” 

Exposure to family planning knowledge obviously affects women’s attitudes; 
93 percent of them expressed support for family planning (Table 2.5). This dispo- 
sition declined to 83 percent when it came to the ever-use of a modern contracep- 
tive method. In the sample, about 40 percent of the women were currently 
practicing contraception, compared with the national average of 47 percent. 

As with other groups in the survey, the interviews started with two ques- 
tions about personal or family concerns and problems facing Egypt. More than 
in the other groups, women’s problem lists were replete with immediate and 
concrete issues, on both the personal and national levels, as shown in the last 
two panels in Table 2.5. 
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Table 2.5 Selected indicators of family planning and problem rankings among 
women of reproductive age (N=503) 


Indicator Percent 

Knowledge of family planning methods 
Modern methods only 76.7 
Traditional methods only 2.0 
Both modern and traditional methods 21.3 

Sources of knowledge about family planning 
Television 92.4 
Relatives and neighbors mo. 
Radio ke ed 
Family planning centers 149 
Health clinics 119 
Newspapers and magazines 7.4 
Rural social workers 4.6 
Lectures, conferences, and seminars 3.2 


Opinions of T.V. and radio family planning information 


ee ee EAR ee eee a ae 


Very informative 70.8 
A constant reminder of proper use 12.2 
Useless propaganda i. 1 
Unexposed to it 29 
Attitudes toward family planning 
Definitely supportive 93.2 
Definitely opposed 6.8 
Ever practiced family planning 
Yes, modern method a2.9 
Yes, traditional method 6.8 
No 11.0 
Reasons for not practicing family planning at present (N=301) 
Religiously or morally opposed (19% of total sample) 31.0 
Husband and other family-related objections (30% of total sample) 51.0 
Fear of side effects (5% of total sample) 9.0 
Other reasons (5% of total sample) 9.0 
Frequency ranking of current personal and/or family concerns 
Health 80.1 
Housing ov We 
Unemployment of a family member 30.6 
Big family size 26.6 
Economic 26.0 
Personal 22.7 
Decline of public morality 20.5 
Frequency ranking of Egypt’s problems 
Big family size 45.3 
Housing 44.5 
Health 33.8 
Unemployment ge 
Decline of public morality 13.7 
Personal Lay 
Economic 10.7 


OO a OOO 


Source: Ibn Khaldoun Survey data, 1993. 
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Some 45 percent of the women mentioned the population issue Fibrosis 
ously. Many of them stated it in simple terms—for example, “big family size 
or “too many people crowding everything.” However, when asked the stan- 
dard question—”’What about population, which some think of as a prob- 
lem?”—78 percent readily agreed that population is a problem in Egypt (not 
shown in table). Along with civic leaders and social workers, women overall 
seem more prepared than other, chiefly male-dominated groups to regard 
population as a serious problem. | 

Cross-tabulations of education and other sociodemographic correlates in- 
dicated that illiterate women, who made up 68 percent of the sample, are more 
concerned about their own families’ health (83 percent), housing (57 percent), 
and unemployment (32 percent) than they are about family size per se. These 
women ranked “big family size” 8 out of 10 on their problem lists. Women 
with a university education, on the other hand, while also primarily concerned 
about personal and family health (71 percent), had other priorities that were 
quite different: big family size ranked second (64 percent), followed by per- 
sonal problems (55 percent). 


All in all, the survey responses reveal a deep divide among various groups in 
Egyptian society regarding the role of fertility and population growth as a 
source of societal problems. Policymakers can best be described as neutral or 
unaware, while community actors are more likely to be either proponents or 
detractors of current policies. 


STATE, CIVIL SOCIETY, AND WOMEN: CONVERGENCE OR 
DIVERGENCE OF INTERESTS? 


National decisionmakers who are responsible for Egypt’s population policy 
have formulated various comprehensive and well-intentioned programs to 
serve the policy objectives, including efforts to enhance women’s education, 
training, employment, and public participation. But the coordinators of the 
policy—the National Population Council (and, more recently, the Ministry of 
Health and Population)—have no real control over other government agencies that 
implement those programs. Conversely, as was seen from the field study, minimal 
interest or commitment was shown by most cabinet-level decisionmakers, techno- 
cratic executives, and some physicians toward the family planning component of 
population policy. This combination of weak commitment and fragmented au- 
thority frustrates even the most dedicated efforts of policy implementers. 


Rivalries and Cleavages 


Likewise, intragovernmental rivalries have undermined the effective imple- 
mentation of Egypt’s population policy. For years, conflict persisted among the 
NPC (and its predecessors), the Ministry of Health, and the Ministry of Social 
Affairs. The intensity of the conflict frustrated President Mubarak to the point 
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where he resigned as chairman of the NPC executive board, and delegated the 
job to his prime minister. Power struggles at the top are often devolved to the 
governorate level or even down to the field units. It is hoped that these rival- 
ries will diminish with the establishment, in 1996, of a joint Ministry of Health 
and Population to handle overall coordination. 

The more serious cleavage in Egypt today, which undermines many pub- 
lic policies, is a three-way conflict between the government, civil society, and 
militant Islamist groups. We saw how divergent, for example, were the views 
of community civic and religious leaders. All three parties are fighting for a 
share of Egypt's public policy agenda, often using gender issues as the battle- 
ground. Both the government, with its centralized hierarchic traditions, and 
religious groups, with their absolutist dogma, seek full control of that agenda, 
and the conflict is played out partly over women’s reproductive intentions and 
behavior. For its part, civil society groups are trying to recapture and expand 
their share of influence. 

Each of the three actors has its own, albeit unequal, arsenal of communi- 
cation weapons to deploy. The government has the powerful official media, 
institutional and financial resources, some 4,000 maternal and child health clin- 
ics, and 20,000 government mosques. However, its forces have been demoral- 
ized by bureaucratic inertia; they may comply with orders, but they do so with 
little enthusiasm. 

The Islamic activists have at least two opposition papers (Al-Shaab and Al- 
Ahrar), 40,000 nongovernmental mosques, and thousands of activists to preach, 
teach, and distribute cassette tapes, with messages often accusing family plan- 
ning programs of being “Western plots” against Muslims. Their forces com- 
prise single-minded zealots who have managed in some cases to penetrate and 
influence universities and governmental agencies. 

Civil society has some 20,000 local trade and professional unions, political 
parties, NGOs, cooperatives, youth clubs, and business associations. Only a 
fraction are directly involved in provision of family planning services, though 
many are concerned with development and are generally committed to em- 
powerment and freedom of choice for all. But civil society is muted by the 
government through over-regulation and by the Islamic activists’ powerful 
local organization. 

In the context of family planning, civil society has become an uneasy ally 
of the government. In fact, our interview findings showed the greatest credit 
for effective family planning services given to the NGO sector by women and 
employees of government services. Similarly, during the preparations for and 
controversy over the 1994 ICPD, Egypt's civil society mobilized its forces 
through the Egyptian National NGO Committee for Population and Develop- 
ment, and allied itself closely with the government (against Islamic activist 
detractors). President and Mrs. Mubarak hailed the efforts of Egypt’s NGOs on 
that and several subsequent occasions.” As a result, during the summer and 
fall of 1994, hopes were raised about reinvigorating Egyptian NGOs and lifting 
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the controls on them. Unfortunately, the official insistence on maintaining the 
status quo frustrated these hopes and kept the potential of civil society sui 
stantially unrealized over the following three years. A newly appointed Minis- 
ter of Social Affairs in mid-1997 raised hopes once again for regulatory reform. 


In the Aftermath of ICPD 


The highly successful International Conference on Population and Develop- 
ment resulted in a broad-ranging consensus on world population goals. During 
the months preceding the conference, an unprecedented national debate on 
population issues took place in Egypt. The conference itself dominated the me- 
dia for several months. Members of more than 500. Egyptian NGOs, 800 jour- 
nalists, and 1,500 youth volunteers participated in conference-related activities. 
In brief, the Egyptian people were fully exposed to the event, and, ultimately, 
most were proud of their country’s association with a successful conference. 

The two years following the ICPD witnessed sustained efforts by the 
Egyptian government to capitalize on that success both at home and abroad. 
Several programs inspired by the ICPD’s Programme of Action were funded 
and put into effect. In particular, increased investments were made in girls’ 
education and women’s employment, and efforts were made to introduce re- 
productive health services alongside family planning programs. In another im- 
portant development, Egypt’s NGOs and civil society organizations were given 
greater freedom to operate in the population field. International donors like the 
World Bank, the European Union, the United Nations Population Fund 
(UNFPA), and UNICEF increased their technical and financial support for 
Egypt's population programs.” And desert settlement programs received in- 
creased funding and public attention. 

During the same period, two other international events fueled debate over 
population and reproductive health. The Social Development Summit in 
Copenhagen (March 1995) and the Fourth World Conference on Women in 
Beijing (September 1995) raised alarms about “gender” as a dangerous im- 
ported concept, though Egyptian activist women were quick to reject that as- 
sertion. Adding to the Egyptian debate was the particularly sensitive issue of 
female circumcision, or female genital mutilation (FGM). A Cable News Net- 
work report on the practice of FGM in Egypt, televised during the ICPD, an- 
gered many Egyptians and sparked an official investigation. When asked about 
the practice, President Mubarak claimed that female circumcision was very 
limited and was on the decline (Al-Ahram, 12 September 1994). Some religious 
leaders clashed over whether FGM was an Islamic practice. 

Many health professionals and women activists argued that the practice 
was widespread and detrimental to women’s health and wellbeing. In fact, the 
1995 EDHS found that 97 percent of the married women aged 15 to 45 years 
had experienced some form of circumcision. In an attempt to discourage infor- 
mal practitioners, the Minister of Health allowed FGM to be carried out in 
public hospitals by government doctors—an action that sparked local and in- 


EGYPT’S POPULATION POLICY 47 


ternational outrage and eventually forced him to rescind the order. Public de- 
bate and mobilization over FGM has continued. 

Greater consensus was shown in other areas of population policy. The 
president and other top officials continued to refer to the vital importance of 
controlling population growth if sustainable development is to be achieved. In 
a statement to newly appointed governors in 1996, Mubarak pointed out that 
“the major problem facing reform is the population increase. In my 15-year 
presidency, Egypt’s population has increased by 18 million. Income per capita 
would have been [US]$990 (instead of [US]$700) annually should we have 
grown half that much. It is this population increase which has adversely af- 
fected opportunities and created the unemployment problem” (Al-Ahram, 18 Janu- 
ary 1996). The same message was reiterated by other officials and the state media. 

All of this raises the question of how such concerted national policy atten- 
tion affected relevant stakeholders vis-a-vis population issues. To address the 
question, we returned to some of the key actors in mid-1996 and asked them 
the same questions we had addressed before the ICPD. We hypothesized that 
the ICPD, the national debate it generated, unprecedented official attention, 
and the growing involvement of NGOs were all significant intervening vari- 
ables between the two investigations. 

Due to time and resource constraints, roughly half the categories and 
sample size of the 1993 survey were included in the 1996 follow-up. Thus, we 
sampled from four governorates instead of nine—two in Upper Egypt (Assyut 
and Menya) and one each in Greater Cairo (Giza) and Lower Egypt (Sharkiya). 
We also reduced the number of respondent categories from six to three: middle 
executives with direct responsibility for policy implementation at the governor- 
ate level (Directors General of Health, Social Affairs, Education, Information, 
Population and Family Planning, and Religious Endowments); practicing phy- 
sicians in family planning and maternal health clinics; and community reli- 
gious leaders (mosque preachers). This brought the total number of follow-up 
interviews to 76. These were the actors whose attitudes toward Egypt's official 
population policy were mixed or in some cases negative in the 1993 study. 

Four survey questions were added to those asked in 1993, to cover the 
ICPD event and its aftermath. In this round we also administered the questions 
to a larger sample of 166 senior Egyptian civil servants from departments and 
ministries not directly involved in population policymaking or its implementa- 
tion. The objective here was to detect the resonance of population issues among 
a wider range of opinion leaders in Egypt. Interviewing was conducted from 

April to June 1996 by the same team and under similar conditions described 
for the 1993 survey. | 

While sample sizes are small and unrepresentative, we believe the find- 
ings are indicative of significant shifts in public perception since 1994. Figure 
2.1 compares the responses of three categories of policy actors one year before 
and two years after the ICPD. The most dramatic change is among physicians: 
when asked in 1993 to list the country’s major problems, only 25 percent of 
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Figure 2.1 Changes in attitudes toward population as a problem among various 
stakeholders, 1993 and 1996 
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Source: Ibn Khaldoun Survey data, 1996. 


those sampled mentioned population spontaneously; three years later, the frac- 
tion jumped to 75 percent. By the same token, though less dramatic, middle 
executives in charge of policy implementation have become more aware of the 
population problem. Half of them mentioned it spontaneously among the ten 
major challenges facing Egypt, compared with one-fourth in 1993. The least 
change was among community religious leaders. In fact, slightly fewer of them 
in 1996 than in 1993 mentioned population spontaneously in their list of major 
challenges. But when they were probed, the fraction jumped to 50 percent in 
1996, compared with only 19 percent in 1993. Here, we may remember that 
about half of the sampled religious leaders are government employees, in state- 
owned and state-run mosques, as distinct from nongovernmental mosques in 
which the preachers do not have to abide by official directives. This difference 
may explain in part why many of the state Imams now readily agree with the 
probing statement, “Some people include population as a major problem.” The 
percentage of our total sample that spontaneously or after probing mentioned 
population as one of Egypt’s major problems more than doubled between 1993 
and 1996, from 20 to 46 percent without probing and from 36 to 72 percent 
with probing. While we cannot attribute all of this dramatic change to the 
ICPD alone, the conference was no doubt a significant trigger. 

This conclusion is suggested by the 1996 survey findings on other ques- 
tions. For example, as shown in Table 2.6, 82 percent of the sample knew about 
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Table 2.6 Attitudes toward the International Conference on Population and 
Development, as reported in 1996 


Physicians Executives Religious leaders _ Total 
Question (N=28) (N=24) (N=24) (N=76) 
Did you approve of Egypt 
hosting the ICPD? 
Supportive 96.4 95.0 54.2 81.9 
Neutral 0.0 5:0 0.0 4.2 
Against 3.6 0.0 45.8 13.9 
Do you think Egypt benefited 
in any way from the ICPD? 
Status and image of Egypt 20.0 44.4 35.7 33.8 
Gain knowledge of the problem 53.3 30.6 21.4 ia 
Raise Egyptian awareness of 
the problem 13:3 11.1 0.0 10.0 
Other benefits 13.2 134 42.9 175 
Have you followed up on 
ICPD recommendations? 
Yes 60.7 100.0 45.8 66.7 
No 39.3 0.0 54.2 33:3 


How would you rate the Egyptian 
government's response to the 
population challenge since the ICPD? 


High 50.0 20.0 20.8 32.4 
Average 2o.0) So, 0 8.3 26.4 
Low 25.0 25.0 71.0 30.2 


Source: Ibn Khaldoun Survey data, 1996. 


and approved of Egypt's hosting of the ICPD. The percentage was far higher 
among physicians, who had evidenced somewhat negative attitudes toward 
population issues in 1993. It is possible that, as they saw the conference unfold 
firsthand or had greater access to its documents, they developed more positive 
attitudes. This can be inferred from the responses to a question that asked re- 
spondents whether they thought Egypt had benefited from the conference. 
More than half of the physicians said the conference added to their knowledge 
of the problem. State executives, on the other hand, saw the ICPD primarily as 
a means to improve the country’s status, prestige, and image. The few religious 
leaders who supported hosting the ICPD saw it as an occasion to present the 
Islamic point of view on the issue of family planning, which some of them 
support, and of modern contraception, which many of them deplore. 


CONCLUSION 


After several decades of ambiguity, Egypt’s population policy seems to be pro- 
ceeding on a well-defined track. A review of Egyptian public concern over 
population issues reveals a number of important lessons. | 

First, three decades of warnings from Egypt’s nongovernmental organiza- 
tions, starting in the early 1930s, were required before the government issued 
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its initial public declaration regarding the population problem in the early 
1960s. In the interim, the country’s population had doubled. This delayed gov- 
ernment response, in turn, was hampered for more than two additional de- 
cades because of competing paradigms concerning the problem, oscillating 
commitment of the top leadership, and conflict between bureaucracies over 
who was to do what. Meanwhile, Egypt’s population doubled once more. 

Second, of the three decades of government concern, only during 1960-70 
and from 1986 onward did the government and civil society actively and 
jointly pursue the primary objective of the policy. During the 1960s, the annual 
rate of population growth was cut from 2.8 to 2.1 percent. The 1970s was a lost 
decade for Egypt’s population policy. Annual growth rates inched up again to 
reach an all-time high of 3.1 percent in 1980. From 1986 to 1994, it was cut from 
3.0 to 2.2 percent. Here lies the promise of what can be done if the top leader- 
ship displays a strong and sustained commitment, and if organizations of civil 
society are allowed wider freedom to act. Taken together, the three decades of 
Egypt’s population policy achieved between one-third and one-half of what 
could have been achieved with more forceful commitment and implementa- 
tion. In effect, a sluggish population policy resulted in a mere 5 million fewer 
people in 30 years. 

Third, the results of the last ten years are impressive. But the momentum 
achieved recently is threatened by a number of counterforces. The renewed 
presidential commitment to a three-pronged population policy (reduction of 
the population growth rate, spatial redistribution, and improving overall socio- 
economic status) is not matched by equal commitment on the part of many 
cabinet members, or by top- and middle-level government executives. The 
more unexpected threat to the policy, however, comes from local-level actors: 
some physicians in family planning and maternal health centers, and religious 
community leaders. These two groups are split internally, with some elements 
hostile to government policies in general and to the population policy in particu- 
lar. The pronatalist attitudes are a consequence of a radical Islamic ideology that 
has been spreading among young, educated Egyptians. It attracts followers in 
some medical schools, where students are exposed to little social science training. 

Fourth, the pronatalist stance of radical Islamic activists is supported to 
some degree by deep-seated traditional values and reproductive norms in ru- 
ral and poorer urban areas. Nevertheless, these forces have not succeeded in 
monopolizing Egypt’s public agenda. The government has several actual and 
potential allies. We have shown that parts of the government bureaucracy and 
most civil society organizations are committed to Egypt’s population policy. 
Because of raised awareness, health reasons, and/or socioeconomic pressures, 
most Egyptian women have become positively disposed to family planning, 
and one-half of married women are contraceptive users. Approximately an- 
other one-fourth are willing to use contraception under the proper condi- 
tions—for example, when their husbands and families approve, when they 
have easier access to better-quality medical care, or when they can receive as- 
surances against side effects of methods. 
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Finally, both strategies urged in the worldwide population debate (provi- 
sion of family planning services and overall development) have been tried in 
Egypt. The one period in which provision of services and intensive develop- 
ment were simultaneously emphasized, the 1960s, produced the best results 
with regard to the reduction of the population growth rate. But to characterize 
the outcome of the two strategies in such terms is overly simplistic. Many in- 
tervening factors will determine the outcome of any strategy. We submit that 
clearly articulated objectives and commitment to educating and empowering 
women are the most important of these intervening variables. The next most 
important factor is to increase the freedom available to Egypt's civil society or- 
ganizations, in order to unleash their development potential. Sustained com- 
mitment on the highest level of decisionmaking is also critical, as is revamping 
medical school curricula to provide wider exposure to social science training. 
The battle over the future of the country’s population policy—indeed, over 
Egypt’s destiny—is contingent on a forceful commitment to achieving and 


sustaining all of these conditions. 


Notes 


1. For an elaboration of the debate 
see Dixon-Mueller (1993) and Finkle and 
McIntosh (1994). 


2. See a detailed account of these 
early warnings by Egypt's intellectuals and 
NGOs in Darwish (1989), Cleland (1936), 
Mahran (1994), and Abdel Hakim (1994). 


3. Notable among these were three 
Egyptian NGOs: Al-Nahda (Renaissance), Al- 
Ruwwad (Pioneers), and the Egyptian Femi- 
nist Union. For details, see Darwish (1989: 
74-85). 


4. See the text of Nasser’s speech on 
23 July 1955, in Al-Ahram (Cairo Arabic 
daily), 24 July 1955. 

5. See Abu-Lughod (1985). 

6. Egyptian pharmacists often give 
basic medical advice and prescribe medi- 
cines to their clients upon request. 

7. See the World Bank’s World Devel- 
opment Report for various years. 

8. See interviews with President 
Mubarak in Al-Musawar (weekly), 24 Sep- 
tember 1993, and Al-Ahram, 12 November 
1993. On these and other recent occasions, 
the president placed population fourth on a 
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six-point national agenda for the remainder 
of the 1990s. 


9. See President Mubarak’s speech on 
the occasion of receiving the UN Population 
Award in Geneva on 14 June 1994, pub- 
lished in Al-Ahram, 15 June 1994. 


10. See the briefings on a series of 
presidential meetings with the Cabinet and 
the ruling National Democratic Party, head- 
lined in Al-Ahram, 27 December 1993 and 6 
January 1994, respectively. See also Mubarak’s 
opening speeches to the ICPD on 5 November 
1994, and to the Egyptian Parliament, 11 No- 
vember 1994. 


11. These executives were interviewed 
in the summer and early fall of 1993. Subse- 
quently, some left their positions in a cabinet 
reshuffle that occurred in October. 


12. See Suzanne Mubarak’s speeches 
to the ICPD NGO Forum, 4 November 1994; 
proceedings of the American University in 
Cairo Conference on “Continuing with Our 
Children,” 4 December 1994. 

13. These efforts were described one 
year after the conference in an official docu- 
ment; see Ministry of Population and Family 
Planning (1996). 
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India’s Population Policy and 
Family Planning Program: 
Yesterday, Today, and 
Tomorrow 


ln 1951, India became the first country in the developing 
world to initiate a state-sponsored family planning program. The Indian gov- 
ernment saw the program not only as a way to lower the country’s fertility 
level and population growth rate, but also as part of a broader economic and 
social development plan. Now, more than 45 years later, India is shifting its ap- 
proach to population policy. 

The country has seen a significant decline in its fertility level since the 
1970s, and the evidence points to a particularly accelerated decline since 1985. 
Yet, India’s population policymakers often receive criticism from the interna- 
tional community as well as from Indian citizens, including social scientists, ac- 
tivists, and journalists, for the manner in which the family planning program 
operates on the ground. Unfortunately, some Indian analysts seek publicity by 
condemning family planning bureaucrats and functionaries for both real and 
imagined mistakes.’ The negative attitude of members of the international 
community perhaps reflects their marginal role in the Indian program relative 
to, for example, the Indonesian program.’ Moreover, some honorable excep- 
tions apart, the international community is understandably less concerned 
about the means adopted to lower fertility in Indonesia and elsewhere than 
about the outcome—that is, the actual decline in fertility. As a result, most com- 
parative assessments overlook the constraints under which the Indian program 
and policy have to operate. 

A balanced assessment of the evolution of the Indian population policy 
and family planning program—one that notes the government’s achievements 
as well as its failures—is rare. In this chapter, we attempt to provide such a bal- 
anced assessment on the basis of a careful study of (1) the various five-year 
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plans, which have articulated the policy perspective, (2) the annual yearbooks 
issued by the Ministry of Health and Family Welfare (MOHFW), and (3) the 
perceptions of the functionaries, political workers, bureaucrats, and the public 
about various issues related to the Indian population policy. 

The chapter begins with a review of the history of India’s decisionmaking 
process regarding its population policy and the shifting emphasis on various 
activities related to population growth. The current status of the population 
policy and the family welfare program, including both their achievements and 
their limitations, is assessed. 

Next, findings are presented from two large surveys conducted in Gujarat 
and Kerala states during 1989 and 1991, respectively. The responses of nearly 
16,000 households in the two states provide a qualitative view of the public 
perceptions of various population issues. Findings from interviews with 21 
politicians and bureaucrats, some of whom have spent most of their lives working 
in the population field, are then presented.’ In addition to these interviews, two fo- 
cus group discussions were conducted with family planning program function- 
aries at the grassroots level, to assess the program’s activities in the field. 

Following the presentation of the focus group findings is a brief review of 
the country’s progress in terms of literacy and school enrollments, which are 
inevitably linked to population policy. It is argued that the deficiencies in the 
implementation of various policies partly reflect India’s democratic structure 
and the plurality of its population rather than an inadequate recognition of the 
actions that need to be taken. 

The chapter ends with some conclusions about the new directions of the 
family planning program and the commitments made by India as a signatory 
to the Program of Action adopted at the International Conference on Popula- 
tion and Development, held in Cairo in September 1994. 


INDIAN POPULATION POLICY, 1951-96 


India’s earliest population policy, like the policies in many other countries, is 
not articulated in a single document. Nevertheless, the various documents re- 
lating to India’s five-year plans for social and economic development contain 
an excellent record of the milestones and the factors guiding various decisions 
concerning the country’s population policy. 


The Origin of India’s Concerns About Population Growth 


It is often argued that population policies in developing countries reflect, to a 
large extent, pressure from industrialized countries rather than an indigenous 
consensus in favor of limiting population growth. Even if this assertion is true, 
India is an exception, as evidenced by the country’s history both before and 
after it achieved independence from Great Britain in 1947. 

The concern about the fertility level (the number of children born to In- 
dian women) and about the rate of population growth was not imposed on 
India from abroad. The country’s leaders had been exposed to the develop- 
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ments in Western countries and did not want India to lag behind. During the 
first two decades of the twentieth century, the rate of population growth in 
India was negligible, and the decade of accelerated population growth after 
1921 was viewed as a period of peace and prosperity. However, the increased 
growth rate revived a debate about whether India was overpopulated and 
whether socioeconomic development and the eradication of poverty depended 
on restraining population growth. A recurrent view in these debates was the 
assertion that India was one of the richest countries in the world in terms of 
resources while having some of the world’s poorest people. The country’s 
widespread poverty was considered a result of the ruthless exploitation of its re- 
sources by the colonial regime. Independence was expected to end the drain of 
India’s wealth by the expatriates and initiate a rapid march toward prosperity. 

In February 1939, Gyan Chand, a leading Indian economist, observed that, 
“judged from any point of view, a check on the growth of population of India 
is an urgent practical necessity. We cannot . . . make India a much better place 
to live in without concerted efforts on a national scale.” According to him, “an 
excess of numbers” was frustrating “the limited efforts” being made to “com- 
bat and overcome” the evils of “death, disease, ignorance and poverty” (Gyan 
Chand 1939: 323). Meanwhile, during the early surge in India’s population 
growth rate, Professor R. D. Karve opened the country’s first family planning 
clinic in Poona in 1923. In 1928, with the support of many influential persons, 
including high court judges, a neo-Malthusian League was formed in Madras 
city. It published a journal in 1929 emphasizing the need to control the birth 
rate. In 1930, the native state of Mysore, with its enlightened “prime minister,” 
opened the first government clinic in Bangalore, although it attracted few cli- 
ents. A Society for the Study and Promotion of Family Hygiene was formed in 
Bombay in 1935, and the All-India Women’s Conference (an organization of 
elite educated women) began advocating the adoption of voluntary birth con- 
trol. Despite their limited impact on India’s population growth rate, these ini- 
tiatives—which reflected the interest of the Indian elite in family 
limitation—culminated in the establishment of the Family Planning Association 
of India (FPAI) in 1949. The founder and president of the FPAI, Lady 
Dhanvanthi Rama Rao, was the wife of the governor of the Reserve Bank of 
India; and for several years she was an influential member of many family 
planning committees appointed by the government of India. 

While India’s elite were advocating family planning, there was some am- 
bivalence about contraceptive use within the ranks of India’s freedom move- 
ment (the movement to gain independence from British rule). Nonetheless, in 
1938, Subhash Chandra Bose, president of the Indian National Congress, advo- 
cated a restriction of India’s population size. He set up the National Planning 
Committee (NPC), under the chairmanship of Pandit Jawaharlal Nehru, who 
became the first Prime Minister of independent India, to prepare a plan for the 
social and economic development of India after it gained independence. Nehru 
appointed a subcommittee chaired by a leading economist, Dr. Radhakamal 
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Mukerjee, to decide the proper approach to various aspects of India’s popula- 
tion problem. The report of the subcommittee, reviewed by the parent body in 
May 1940, led the NPC to resolve that “measures for the improvement of the 
quality of population and limiting excessive population pressure” were “nec- 
essary” and that “in the interest of social economy, family happiness and na- 
tional planning, family planning and a limitation of children are essential, and 
the State should adopt a policy to encourage them.” While considering it desir- 
able “to lay stress on self-control, as well as to spread knowledge of cheap and 
safe methods of birth control,” the committee supported the establishment of 
birth control clinics and an effort to “prevent the use or advertisement of harm- 
ful methods.” The latter caveat presumably referred to abortion, which the 
committee recognized as “not uncommon” and as a procedure that was gener- 
ally carried out by “highly dangerous and damaging” crude methods. The 
NPC supported the “gradual raising of the marriage age,” “discouragement of 
polygamy,” and a eugenic program including “the sterilization of persons suf- 
fering from transmissible diseases such as insanity or epilepsy”; but it did not 
specifically endorse the subcommittee’s suggestion to promote the idea of spac- 
ing births two to four years apart and limiting the total number of children in 
a family to four. 

These events are noted here at length because they were reflected in the 
developments in post-independence India. For many years, India’s leaders 
admired the then-apparent Soviet success in planned economic development 
and wanted to develop a similar socialist society. By emulating certain aspects 
of the Soviet system, they believed, India’s poverty could be quickly eradi- 
cated. India’s leftist political leaders often cited Marxist writings on population 
and the pronatalist policies of the USSR to illustrate the need to stress develop- 
ment over population control as the urgent national imperative. 

The Health Survey and Development Committee, appointed in 1943 by 
the Government of India under the chairmanship of Sir Joseph Bhore, antici- 
pated as early as 1946 that improvements in health and the control of disease 
and famine would cause an increasingly serious population growth problem. 
The Committee considered the deliberate limitation of family size to be “advis- 
able” and noted that it could not be achieved through self-control “to any 
material extent.” The Committee was divided about a state-supported program 
to promote birth control, but it supported state control of (1) the manufacture 
and sale of contraceptives, (2) public assistance in research for a safe and effec- 
tive contraceptive, and (3) continuous study of the population problem and its 
related factors (India, Health Survey and Development Committee 1946: 80-81). 

As an independent India began to plan for economic and social develop- 
ment with a welfare-state orientation, it needed estimates of the future popu- 
lation or the number of consumers and producers (that is, potential workers) 
and their spatial distribution. During this period, Indian experts deliberated 
among themselves and were not influenced by external advisers. Subsequently, 
however, expatriate experts (that is, Indians and others living abroad and non- 
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Indians living in India) did play an important role in a number of ways, in- 
cluding (1) convincing India’s leaders to recognize how the population growth 
rate affected the pace of economic development, (2) shifting from a clinic-based 
to an extension (visiting health worker) approach to providing family planning 
methods, and (3) establishing a target-based monitoring and evaluation system 
within the family planning program. These developments are discussed below. 


Broad Focus of the Initial Policy Formulations 


The Planning Commission (set up in March 1950) recognized the need for a 
population policy. The following March, the 1951 Census reported that the 
population growth rate in India during the 1940s had remained the same as 
during the 1930s (about 1.2 percent per year). Because of a weak data base and 
a limited understanding about population trends, the rate of growth observed 
during the 1940s was projected to continue over the ensuing 30 years. In the 
first five-year plan, three alternative scenarios were presented to illustrate the 
possible trends in the growth rate of per capita income or consumption (Plan- 
ning Commission 1952: 20-21). 

The Planning Commission’s Panel on Health Programs set up a Commit- 
tee on Population Growth and Family Planning to review the situation. Incor- 
porating its key recommendations, the Draft Outline of the First Five-Year Plan, 
which was released in July 1951, reported that “population policy is . . . essen- 
tial to planning” and family planning is “a step” toward “improvement in health, 
especially of mothers and children” (Planning Commission 1951: 16, 206-207). The 
macro-effect of family planning—that is, a lowered rate of population growth— 
was expected to occur only “over a period of time,” but it was expected to help 
improve health “immediately” because “frequent and ill-spaced births undermine 
the health of the mother” (Planning Commission 1951: 206). 

The Planning Commission accepted the recommendations of the Commit- 
tee on Population Growth and Family Planning with respect to sterilization, as 
follows: 

1. The State should provide facilities for sterilization or for giving advice 
on medical grounds. 

2. Such help and advice should not be withheld from others who seek 
and need it on social and economic grounds. Such services, however, should be 
provided to the extent that the personnel in hospitals and health agencies can 
undertake them in a manner consistent with their other duties. 

In addition, state assistance and financial aid were proposed for collecting, 
studying, and disseminating national and international information on all as- 
pects of family limitation, for countering the ill effects of incorrect information, 
and for conducting research on developing inexpensive, safe, and efficacious 
methods of birth control suitable for all classes of people. In recognition of 
some members’ objections to the promotion of contraception, the Committee 
also proposed that noncontraceptive methods of family limitation be investi- 
gated, along with consideration of raising the age at marriage. 
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The draft outline also noted that the “increasing pressure of population” 
on “inevitably . . . limited” natural resources “retards economic progress and 
seriously limits the rate of extension of social services, so essential to civilised 
existence” (Planning Commission 1951: 16). The complexity of the population 
problem, including its economic and social aspects, was recognized but the 
planners held that an increase in India’s labor resources would weaken, not 
strengthen, the economy. | 

The final draft of the First Plan, released in December 1952, highlighted 
the “urgency of the problem of family planning and population control” as a 
result of the decline in the death rate (Planning Commission 1952: 522, 4105). 
It noted that the improvements in the standard of living required for lowering 
the birth rate were “not likely to materialise if there is a concurrent increase of 
population.” Furthermore, the plan noted, population control or stabilization of 
the population at a level consistent with the requirements of the national 
economy could be achieved only through a reduction in the birth rate. But the 
main appeal of family planning was its potential for improving the health and 
welfare of the family. 

The Planning Commission that was bold enough to make India a pioneer 
in the field of population policy in 1951 was hesitant in its approach. Some of 
that hesitancy stemmed, of course, from the fact that there were no precedents 
to follow or experiences from which to learn, but the Commission had to 
reckon with other factors as well. The Health Minister of India during 1947-52, 
Rajkumari Amrit Kaur, had been a close associate of Mahatma Gandhi and was 
opposed to contraceptive use and favored abstinence. When, in April 1952, a 
Population Policy Committee was appointed under the chairmanship of the 
Minister of Planning, with the Health Minister and others as members, these 
differences came to a head. The Minister of Planning, Gulzari Lal Nanda, 
sought the intervention of the Prime Minister, who assured the Minister that it 
was “absurd” to limit the consideration of the question of family planning “on 
the lines suggested by Amrit Kaur.” The Prime Minister disagreed “with her 
approach entirely” and promised to attend the next meeting when the matter 
was discussed. He supported the view favoring the promotion of contraceptive 

use. Prime Minister Nehru himself felt confident about supporting an even 
bigger population, provided production increased. Yet, he wanted population 
growth to be “restricted.”° 

The instruments designed for achieving the objectives of the First Plan 
with respect to the promotion of maternal and child health (MCH) and family 
planning were rather limited. The Planning Commission created two commit- 
tees, one to address policy and approach, and the other to address research and 
programs on population and family planning. The main activities of these com- 
mittees were to support the establishment of family planning clinics, to encour- 
age and review ongoing research, to develop procedures for awarding grants 
and monitoring the grantees’ progress, and to establish an institutional base. 
The Commission allotted a sum of Rs. 6.5 million (US$1.35 million at the then- 
prevailing exchange rate) for a family planning program in the plan of the 
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Ministry of Health.’ The Commission also considered it “desirable” (1) to set 
up “at a later date” a population commission to assess the problem, (2) to con- 
sider different views on the subject of population control, (3) to appraise the 
results of experimental studies, and (4) to “recommend measures in the field of 
family planning to be adopted by the government and the people” (Planning 
Commission 1952: 524, (108). 

The Second Five-Year Plan, 1956-61, was formulated with a limited data 
base on population trends. Its assumptions relating to population trends al- 
lowed for a slight rise in the intercensal rate of growth from 12.5 percent dur- 
ing the 1950s to 13.3 percent during the 1960s and to 14 percent during the 
1970s (Planning Commission 1956: 8, {13). Among the five specific objectives 
of the “health programs” during the second plan was “family planning and 
other supporting programs for raising the standard of health of the people” 
(Planning Commission 1956: 533, (1). The opening sentence of the section on 
family planning noted that “the problem of regulating India’s population from 
the dual standpoint of size and quality is of the utmost importance to national 
welfare and national planning.” Expressing satisfaction with the progress of the 
family planning program during the First Plan period, the Second Plan called 
for the further development of the program on “systematic lines,” for the con- 
tinuous study of population problems, and for a “more or less autonomous .. . 
central board for family planning and population problems.” Among the as- 
pects of the program of the Central Board were listed not only the extension of 
family planning services, the establishment and maintenance of training cen- 
ters, demographic research, and research into the biological and medical as- 
pects of reproduction and of population problems, but also the “development 
of a broad-based program of education in family living, which should include 
within its scope, sex education, marriage counselling and child guidance” 
(Planning Commission 1956: 553, 55). Interestingly, some of these themes form 
components of the “reproductive health approach” to the family planning pro- 
gram and have been emphasized in the Program of Action adopted at the Interna- 
tional Conference on Population and Development held in Cairo in 1994. 

Once again, the policy instruments were limited except for the possibility 
of integrating family planning and health education activities with community 
development. (The term “community development” in the 1950s and 1960s 
was synonymous with “rural development” and did not connote a neighbor- 
hood program.) The planners recommended that family planning be made a 
part of the health education program they had proposed, and health education 
was to be promoted throughout rural India under the umbrella of a “Commu- 
nity Development Program.” The program aimed at improving India’s agricul- 
tural productivity and, through it, rural living conditions via a large network of 
village-level workers who contacted people in their homes. 


Introduction of Sterilization and Incentives in the Indian Program 


India’s urban elite of the 1940s and 1950s were familiar with the increasing 
popularity of sterilization (usually hysterectomy) among their peers as a 
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method of terminating childbearing. The experimental research undertaken 
during the 1950s included two studies to assess the acceptance of the rhythm 
method as well as a longitudinal study to assess the adoption of foam tablets as 
methods of birth control. Other methods considered for promotion in India’s 
family planning program included coitus interruptus (exclusively or with foam 
tablets), spermicidal jelly, and the diaphragm and jelly (Raina 1988: 36-37). 

The KAP (Knowledge, Attitudes, and Practice) surveys undertaken in 
parts of the country at the time indicated a widespread desire to limit the size 
of the family below the average number of births per woman, or total fertility 
rate, of 6.0 or more. However, the rate of contraceptive adoption continued to 
be disappointing. 

In this setting, in the late 1950s, Mr. R. A. Gopalaswami, who had con- 
ducted the 1951 Census, was chairman of the Program Committee of the Fam- 
ily Planning Board of Madras (now Tamil Nadu) state. Under his leadership, 
government hospitals began to offer facilities for free sterilization, initially for 
women but later for men as well. While the central government initially re- 
mained neutral, the state government promoted surgical contraceptive meth- 
ods. In 1959, the government of India accepted sterilization as one of the 
recognized methods of family size limitation. Also in 1959, after considerable 
discussion, the government of Madras began to offer “poor” acceptors of ster- 
ilization in Madras city a modest compensation of Rs. 30 to cover transporta- 
tion costs and the loss of wages during the period of convalescence. The 
scheme was later extended first to selected rural areas and then to the entire 
state (Gopalaswami 1962.) The government also began to give a modest sum to 
the canvassers, who helped to mobilize the clients for sterilization. 

Within the sterilization program, vasectomy was promoted throughout the 
country as a relatively inexpensive permanent method, one that eliminated the 
need to repeatedly use contraceptives. Other states such as Maharashtra estab- 
lished special camps to provide sterilization facilities virtually at the doorstep 
of the rural population. 

The central government assisted the expansion of sterilization facilities 
throughout the country and prescribed standards that family planning provid- 
ers were expected to meet in offering their services—for example, obtaining the 
written consent of the spouse and written verification (initially from both 
spouses, but later only from the spouse who was undergoing the sterilization) 
of the acceptor’s age and number of living children. 

The continuing role of sterilization and the compensation or incentives 
given to acceptors, motivators, and canvassers in the Indian program has been 
a subject of recurrent debate and controversy, which are discussed later in this 
chapter. 


A Growing Concern About the Rate of Population Growth 


The Third Five-Year Plan document was released soon after the 1961 Census 
had confirmed the rise in the average annual rate of population growth to 
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about 2 percent—which had been projected by some Western demographers 
based on the decline in mortality that resulted from the promotion of public 
health programs. The revised population projections in an appendix to the 
Third Plan (Planning Commission 1961: 752, 14) recognized both the complex 
nature of the changes in the birth and death rates and the speculative charac- 
ter of the assumptions underlying the projections. Recognizing that the family 
planning program raised “problems of great complexity,” the Plan said that 
“sustained and intensive efforts are required over a fairly long period before 
family planning can become a popular movement and a part of the accepted 
attitudes of the people” (Planning Commission 1961: 46, 139). The authors of 
the Third Plan also noted the association between areas of acute poverty and 
high population density (Planning Commission 1961: 20, (19). They noted, too, 
that a high population growth rate made it difficult to increase the rate of sav- 
ing, which was vital for higher productivity and incomes (Planning Commis- 
sion 1961: 22, {5). Population growth absorbed “a large part of the increase in 
output”; and an improvement in health and sanitation might lower the death 
rate, which would result in a higher growth rate. Therefore, the Plan noted, 
“the objective of stabilising the rate of growth of population over a reasonable 
period must . . . be at the very centre of planned development” (Planning Com- 
mission 1961: 25, 13). In a sense, the Third Plan marked a subtle shift in the 
emphasis of the Indian family planning program from the welfare of women 
and children to the macro-objective of stabilizing the rate of population growth 
and thereby accelerating the pace of economic and social development, includ- 
ing the alleviation of poverty. 

The Third Plan proposals had been considered by a special committee 
appointed by the Ministry of Health and by the Planning Commission’s Panel 
on Health (Planning Commission 1961: 676, 158). Accordingly, the Third Plan 
also suggested that “family planning activities will be integrated with normal 
health services[;] and family planning services including facilities for steriliza- 
tion will be provided through medical and health centers” (Planning Commis- 
sion 1961: 72, 135). Family planning education was considered a way to 
improve the quality of life and was to be interwoven with other “constructive 
activities,” especially the work of the primary health centers, community devel- 
opment blocks (which usually include about 100,000 people, and are part of a 
district), and voluntary organizations (Planning Commission 1961: 676, 162). 

In response to the reservations of social scientists and others about the 
adverse impact of the promotion of sterilization and other contraceptives on 
the traditional values and strengths of Indian society, the Third Plan recom- 
mended an emphasis on “moral and psychological elements, on restraint and 
on such social policies as education of women, opening up of new employment 
opportunities for them and raising of the age of marriage.” It also stressed that 
the family planning program should provide not just advice on birth control, 
but also sex and family life education and any other advice that would pro- 
mote the welfare of the family (Planning Commission 1961: 678, 168). 
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The Shift from Clinics to an Extension Approach 


During the 1950s, the family planning program was essentially promoted by 
social workers and family planning professionals based in urban areas, who 
were trying to initiate a major program of social engineering without any pre- 
cedents to follow. They tried to promote the establishment of family planning 
clinics, where people could obtain advice on contraception. But the clinics, 
which were set up mainly in urban centers or larger villages, attracted few cli- 
ents for their services. | 

The number of family planning clinics increased from 147 at the end of the 
First Plan (1950-55) to 1,649 at the end of the Second Plan (1956-61). Most of 
the clinics were government-run, although a few nongovernmental clinics were 
run by the Family Planning Association of India and other, similar organiza- 
tions. In addition, family planning services were provided at 2,194 rural and 
urban medical and health centers. Several sterilization centers were also estab- 
lished. The Third Plan aimed at raising the number of clinics to 8,200 by 1966. 
The effort was to be guided by the Central and State Family Planning Boards 
(Planning Commission 1961: 675, J60). 

The limitations of this approach gradually became evident. In 1955, Frank 
Notestein, Director of the Office of Population Research at Princeton Univer- 
sity, visited India (sponsored by the Population Council) to advise the govern- 
ment on matters related to the family planning program and demographic 
research. Notestein observed, “Much of the public health approach to family 
planning envisioned at present can be carried on outside a formal clinic set- 
ting—indeed, within the village and home. Therefore, there is now no reason 
to be concerned about setting up and equipping family planning clinics except 
in urban areas where more elaborate clinical methods may be used.”® 

In 1963, the Report of the Director of Family Planning (Col. B. L. Raina) for 
1962-63 proposed that family planning should be promoted through an exten- 
sion approach. With this approach, specially trained auxiliary nurse-midwives 
(now generally called “female health workers”) were employed by the primary 
health centers to visit married women in their homes. The health infrastructure 
was to be expanded substantially, even though the training facilities were inad- 
equate to meet the needs. The population-related goals were to be promoted 
through a large band of trained workers, who would also deliver valuable as- 
sistance with health care and childbearing to the rural population. 

In 1960, R. A. Gopalaswami asserted that the ultimate objective was to 
bring about a reduction in the birth rate, but, he said, “no particular target has 
been specified for the amount of reduction to be effected” nor for “the time 
within which this reduction is to be secured” (Gopalaswami 1962: 68). By 1963, 
the reorganized program was expected to help achieve the goal of lowering the 
birth rate from an estimated 41-45 per 1,000 population to 25 per 1,000 within 
ten years. In October 1963, with such an optimistic projection, the Ministry of 
Health and Family Planning granted financial sanction for the reorganized 
program, which was to be implemented in phases and completely functioning 
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by March 1966 (Raina 1988: 70). Col. Raina has confirmed, however, that the 
clinics were to be “an important second-echelon supporting service in the reor- 
ganized program” (Raina 1988: 58). 


The Introduction of Method-Specific Targets 


In the early 1960s, the range of methods that could be promoted through the 
family planning program broadened. The United Nations Advisory Mission to 
India recommended, in 1965, a “reinforced program” and considered the birth 
rate target of 25 per 1,000 to be achievable by 1973. It emphasized the vigorous 
promotion of the IUD, an intensified sterilization program, and the promotion 
of the use of condoms, to be distributed through commercial and other chan- 
nels (Raina 1988: 70-71). 

To achieve these objectives, a major change was made in the approach of 
the family planning program during 1966-67, the first year of the draft Fourth 
Plan. In this watershed year, the program became “time-bound” and “target- 
oriented,” and annual targets were fixed for the number of acceptors of differ- 
ent methods of contraception.’ Responsibility for achieving the targets set by 
the central government—on the basis of the desired decline in the birth rate— 
was in turn passed on to successive lower administrative units such as states, 
districts, primary health centers, and subcenters and their functionaries. In ef- 
fect, service providers were assigned quotas of work to be achieved in order to 
realize the goal of lowering the birth rate and reducing the rate of population 
growth. 

It has been alleged that the introduction of method-specific targets was a 
contribution of the American management experts sent to India by the Ford 
Foundation. The targets were seen as essential for evaluating the performance 
of the program and of the personnel involved in implementing it. However, the 
targets also led to certain distortions that were not widely recognized for a long 
time. According to Col. Raina, while the extension approach was supported in 
principle, 


in practice, focus on [the] extension approach faded before it took root. The “tar- 
get approach” was readily understood. Administrators were familiar with it in 
other activities and programs in industry and agriculture. The “extension ap- 
proach” appeared rather elusive with no promise of immediate quantifiable re- 
sults. The extension approach was overwhelmed by the pre-occupation to achieve 
“targets.” ... Target setting may be feasible and useful at national and state levels, 
for planning and monitoring the progress of the program. . . . But to enforce tar- 
gets with explicit or implicit threat to field workers of punishment for non- 
achievement is absurd and counter-productive. (Raina 1988: 73) 


Nevertheless, the tyranny of targets affected the Indian family planning pro- 
gram for nearly three decades, until their removal in April 1996. 

The method-specific targets created special problems when, in the early 
1980s, there was an attempt to shift the emphasis of the family planning pro- 
gram from sterilization (mainly tubectomy by this time) to reversible methods 
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of contraception. Even when the targets for reversible methods were not 
achieved, the grassroots workers could report that they had been met because 
it was virtually impossible to verify their reports. The field surveys have con- 
sistently reported much lower levels of use of reversible methods than the offi- 
cial data on the number of acceptors of these methods (see e.g. Visaria, Visaria, and 
Jain 1994). It is most unlikely that the survey respondents were misreporting their 
behavior. In fact, the family planning workers’ reports on target achievement have 
misinformed policymakers about the progress of the program. 


Ambitious Goals, Frustration, and Excessive Pressure to Control 
Population Growth, 1966-77 


The death in 1964 of Prime Minister Nehru, an ardent advocate of both family 
planning and socioeconomic development planning to eradicate poverty, was 
followed by a border conflict with Pakistan, two severe droughts during 1965- 
66 and 1966-67, and a war with Pakistan over Kashmir during August—Sep- 
tember 1965. As a result, the Fourth Plan did not start on time. The Indian 
rupee was devalued in June 1966 and an adjustment period followed. The en- 
suing period, 1966-69, effectively had annual plans. 

The Fourth Plan finally covered the period 1969-74, and it reiterated the 
crucial role of family planning in improving the quality of life and the low 
level of per capita availability of food, clothing, housing, employment, and 
social services. The presumed adverse effect of population growth on the rate 
of savings and the allocation of savings for capital formation was also explicitly 
noted in the Fourth Plan. 

Since the appearance of the celebrated 1962-63 report of the Director of 
Family Planning, successive documents of the Ministry of Health and Family 
Planning, as well as some plan documents, reiterated the unrealistic target of a 
crude birth rate of 25, to be reached by 1973. Some of the documents merit a 
detailed review to clarify the oddities of the targeting procedures. 

The Draft Fourth Plan, 1966-71. The draft Fourth Plan, 1966-71, was pre- 
pared within the context of an estimated population growth rate of 2.4 percent 
(during 1961-65); this rate would rise further to 2.5 percent during 1966-70. In 
the absence of dependable data on vital rates, life expectancy at birth was pre- 
sumed to have risen to 50 years by 1966—that is, by nine years between 1956 
and 1966.” A further increase was expected with the “all-round improvement 
in health conditions.” Action on a national scale was considered vital for low- 
ering the population growth rate, which in turn was necessary to fulfill the 
“objective of attaining socio-economic betterment of the people.” The planners 
recognized the family planning program as “a key program for the success of 
the country’s Five-Year Plans of development.” The goal of the national family 
planning program was a reduction in the birth rate from 40 per 1,000 popula- 
tion (in 1966) to 25 per 1,000 “as expeditiously as possible.” 

As its instruments to achieve this ambitious goal, the draft Fourth Plan 
mentioned not only the 11,474 “official” family planning centers but also the 
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9,329 centers (“depots”) for the distribution of contraceptives, located primarily 
in rural areas to provide supplies, services, and advice. It also stressed that “the 
program has all along been integrated with the maternity and child health 
program. All known methods of contraception are being followed with particu- 
lar emphasis on the IUCD [IUD]” (introduced during 1965-66)."" What later 
came to be known as the “cafeteria” and the “MCH” approaches were the key 
policy initiatives, to be reinforced by the activities of other functionaries in- 
volved in the development program. 

The draft Fourth Plan also proposed a marked increase in the funds allo- 
cated for the family planning program and noted such organizational changes 
as (1) the redesignation of the Ministry of Health as the Ministry of Health and 
Family Planning, (2) the creation of a Department of Family Planning with a 
separate Secretary, (3) the appointment of a Commissioner of Family Planning 
with regional directors, and (4) the establishment of an autonomous Central 
Family Planning Institute (which was subsequently merged with the National 
Institute of Health Administration and Education to become the National Insti- 
tute of Health and Family Welfare). 

While the intention was to promote all methods, the IUD was to be em- 
phasized because of its efficacy, reversibility, and acceptability. The Plan pro- 
posed (1) recruiting a large number of female doctors for the program; (2) 
involving private medical practitioners; and (3) implementing the program on 
a coordinated basis involving several ministries, including the Ministry of In- 
formation and Broadcasting, the block-level staff of the Department of Com- 
munity Development, and the staff of the Ministries of Education, Local 
Self-Government, and Social Security, as well as various industrial organiza- 
tions. The local leadership and voluntary organizations were also to be in- 
volved in the program. 

The Draft Fourth Plan, 1969-74. As the Fourth Plan could not start accord- 
ing to the original schedule, another draft was prepared for the five-year pe- 
riod 1969-74. The draft Fourth Plan, 1969-74, was based on a projection that 
envisaged a decline in the rate of population growth from 2.5 percent during 
1969-74 to 1.7 percent by 1980-81 and to an average of 1.2 percent during the 
subsequent 20 years. (The population by the year 2000 was projected at 870 
million, based on an assumption that the birth rate would decline from 39 in 1968 
to 26 in 1980-81, while the death rate would drop from 14 to 9.)” 

The overly optimistic projection of a decline of about one-third in the 
crude birth rate over a 12-13-year period was made on the basis of an active 
family planning program reported to be “now under way.” It was further as- 
serted that “the current program of family planning seeks to achieve a faster 
rate of reduction of birth rate than implied in these projections.” This was nec- 
essary because “without a successful effort in this direction, it would be diffi- 

cult to achieve the degree of acceleration in improvement of living standards 
implied in our (macro-economic) projections for the period.” Its significance for 
the more distant future was obviously even greater. 
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The section on family planning was even more sanguine and “proposed to 
aim at a reduction of the birth rate from 39 per 1,000 to 25 per 1,000 within the 
next 10-12 years.” The goal for the Fourth Plan period itself was a reduction of 
7 points or 20 percent by 1973-74. (The slight discrepancy between the two 
parts of the draft Fourth Plan, 1969-74, regarding the birth rate of 25 or 26 
likely to be achieved by 1980-81 was eliminated in the final Fourth Plan in fa- 
vor of the more ambitious goal.) It was claimed that, to achieve this goal, a 
concrete program had been drawn up for creating facilities for the married 
population to achieve a healthy and happy family by bringing about “(1) 
group acceptance of the small-sized family, (2) personal knowledge about fam- 
ily planning methods, and (3) ready availability of supplies and services” 
(Planning Commission 1969a: 310). 

Such optimism about the success of the proposed information, education, 
and communication (IEC) activities of the newly created health infrastructure 
prevailed, despite the setback in the promotion of the IUD after 1965-66 be- 
cause of reported side effects like bleeding and pain. It was hoped that these 
problems with IUD side effects would be overcome because the mechanisms 
for proper pre-insertion education, check-up, and post-insertion follow-up had 
reportedly been strengthened. Provision was made for services as well as com- 
pensation (or incentive) payments to cover out-of-pocket expenses, transporta- 
tion to and from the primary health center, and loss of wages for sterilization 
and IUD insertions. According to the revised draft Fourth Plan, the range of 
contraceptives offered was to be broadened with the introduction of prescrip- 
tion birth control pills, for supervised use after medical check-up. In addition, 
the Plan referred to the introduction of injectable contraceptives after medical 
and other studies had confirmed their safety and efficacy. (Injectables have not 
been made available even a quarter-century after the possibility was noted, de- 
spite the fact that the United States Food and Drug Administration has permit- 
ted their use in the US.) 

Like the previous draft of the Fourth Plan, the revised draft asserted that 
the integration of MCH with family planning would raise the effectiveness of 
the program, and stated that the goal had been achieved—an assertion that 
seems odd given the fact that, even in 1996, the requisite coordination for inte- 
grating maternal and child health and family planning was still considered a 
goal to be achieved. 

The Final Fourth Plan, 1969-74. The final Fourth Plan, 1969-74, retained 
the thrust of the second draft but revised the projected population estimate for 
the year 2000 to 890 million. The rate of population growth was expected to 
decline to 1.0 percent by 2000. Population growth was seen as “a very serious 
challenge,” calling for “a nation-wide appreciation of the urgency and gravity 
of the situation. . .. A strong, purposeful Government policy, supported by [an] 
effective program and adequate resources of finance, men and materials,” was 
considered “an essential condition of success” (Planning Commission 1969b: 
31-32). 
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The national government had decided to keep family planning as a cen- 
trally sponsored scheme, whereby it would meet the entire expenditure for it. 
Further, it was to be ensured that performance did not lag behind expenditure 
and that enduring results would be achieved through appropriate education 
and motivation. The proposed plan outlay for the period 1969-74 was raised 
from Rs. 3.0 billion to Rs. 3.15 billion (Planning Commission 1969b: 391-395). 

During the time frame of the Fourth Plan, the results of the 1971 Census 
indicated that the average annual rate of population growth during the 1960s 
(2.2 percent) had been lower than the projected 2.4 percent. At the same time, 
the estimates of birth and death rates and infant mortality from the Sample 
Registration System (SRS) confirmed that the pace of decline in fertility and 
mortality had in fact been slower than projected. The policy goal then became 
to accelerate the decline in the birth rate by hastening the pace of contraceptive 
adoption. 

The Medical Termination of Pregnancy Act was passed by the Indian Par- 
liament and came into force from April 1972. It permitted abortion of fetuses of 
up to 20 weeks with the approval of two registered medical practitioners to 
avoid the risk of “grave injury” to the “physical or mental health” of the preg- 
nant woman. It was a liberal act, even though the available facilities for abor- 
tion in rural India continue to be quite poor even 25 years later. The expected 
introduction of facilities for abortion through vacuum aspiration or suction has 
not occurred on a significant scale. 

In view of the difficulties experienced in promoting the extensive use of 
IUDs, the family planning program began to emphasize sterilizations through 
special camps. A mass vasectomy camp was organized in 1971 at Ernakulam in 
Kerala state under the leadership of an energetic district collector (Mr. Krishna 
Kumar, who later became the Minister of State for Family Welfare). It offered 
higher-than-usual incentives to acceptors, and possibly to workers as well, for 
presiding over 62,000 vasectomy operations in a period of 31 days (see Soni 
1971). As other states sought to repeat the Ernakulam performance, the Plan- 
ning Commission cautioned that the “trend” might “perhaps go against the 
policy of providing family planning services as part of the health services 
through an elaborately constructed infrastructure.” However, the Commission 
noted, “in view of the urgency of the problem,” it might be “necessary to adopt 
the camp approach as well” (Planning Commission 1971: 223, 22). During the 
last year of the Fourth Plan, 1973-74, severe inflationary pressures forced a 
“heavy cut” in “the financial resources allocated for the family planning pro- 

gram,” and the mass vasectomy camps were discontinued. Although a sub- 
stantial part of these funds was later restored, the suspension of the camps led 
to a “steep fall” in the number of vasectomies performed during the year (Min- 
istry of Health and Family Planning, n.d.). This situation perhaps contributed 
to the subsequent pressure for moving away from the approaches of a “soft 
state” (that is, one that does not take hard or harsh actions to implement its 
policies) that India was considered to be by Gunnar Myrdal.” 
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The outline of the Fifth Plan was prepared in the wake of sharply in- 
creased oil prices during 1972-73 and 1973-74. The draft prepared in 1974 
could not be given an effective final shape, and during the period of emer- 
gency declared by the prime minister in June 1975 (lasting until 1977), much of 
the decisionmaking regarding development was highly centralized. The Fifth 
Plan was formally approved by the National Development Council in Septem- 
ber 1976. It was to cover the period 1974-79, but in the wake of the 1977 elec- 
tions, in which Prime Minister Indira Gandhi and her Congress Party were 
defeated, it was terminated prematurely, in March 1978. The years between 
1966 and 1977 marked an unusual time in the history of Indian population poli- 
cymaking. The Fifth Plan, like the Fourth, noted the difficulties created by the high 
rate of population growth in terms of the attempts to eradicate poverty. 

The Momentous Fifth Plan Period, 1974-78. The draft outline of the Fifth 
Plan attributed the failure to attain the targeted decline in the birth rate 
“largely” to “the highly ambitious targets set earlier, coupled with the insuffi- 
ciency of efforts to project the program, throughout the country, as a mass 
movement and the rather slow build-up of infrastructure in some of the more 
populous regions for extension efforts and provision of services.” While recog- 
nizing the unfeasibility of the earlier goal of a birth rate of 25 by 1980-81, it 
proposed a target of a birth rate of 30 by 1979 and 25 by 1983-84. 

The primary objective of the Fifth Plan was to integrate family planning 
with the “minimum needs” program; the goal was “to provide minimum pub- 
lic health facilities integrated with family planning and nutrition for vulnerable 
groups—children, pregnant women and lactating mothers” (Planning Commis- 
sion 1974: 234). Implicitly recognizing the weakness of the earlier claim about 
the integration of different services, the Fifth Plan proposed to “increasingly 
integrate the family planning services with those for health, MCH and nutri- 
tion.” To promote demographic effectiveness (that is, a fall in the birth rate and 
in the rate of natural increase) and cost-effectiveness, it proposed a selective 
approach, which involved concentrating some efforts—for example, the provi- 
sion of more funds to set up more primary health centers or subcenters—in se- 
lected districts and setting method-specific targets or segmenting the 
population of eligible couples according to the number of children. 

The two-year period 1975-77 was an important milestone in the imple- 
mentation and evolution of India’s population policy. It has had an indelible 
impact on much of the debate about population growth both in India and 
abroad. 

By the early 1970s, Indian expertise on the analysis of population trends 
and historical experience had become quite strong. Of course, much of the his- 
torical experience pertained to a period when fertility decline in industrialized 
countries had occurred as a consequence of economic development without a 
state-sponsored family planning program. At the World Population Conference 
held in Bucharest in 1974, the Indian delegation, led by the Union Minister for 
Health and Family Planning, Dr. Karan Singh, promoted the view that “devel- 
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opment” is the “best contraceptive.” Within the country, however, rather sur- 
prisingly, the official perception changed radically within a year. In 1975, after 
Prime Minister Indira Gandhi had declared a period of emergency, her son, 
Sanjay, began to take considerable interest in the promotion of sterilization 
(primarily vasectomy) to slow the rate of population growth,” and the political 
leadership in general began to show support for the use of stronger measures, 
including compulsory sterilization. To this end, an active campaign was 
mounted in the press and the media to support legal action to sterilize couples 
who already had three or more children. Censorship of the press and a general 
climate of fear limited the expression of contrary views and created a mislead- 
ing impression of a consensus in favor of a coercive population policy. 

In a statement on population policy tabled in the Parliament in April 1976, 
Dr. Karan Singh reiterated the government's intention to vigorously pursue 
many of the measures that were essentially “beyond family planning” policies. 
These included raising the age at marriage and promoting female literacy and 
employment. In addition, it attempted to tackle an important political dimen- 
sion of differential population growth in different parts of a continental country 
with a federal structure. Political representation in Parliament was determined 
by a state’s population size. Thus, a slower population growth rate in a state 
could result in a loss of relative influence through a drop in the number of 
seats in the national Parliament. To safeguard against this possibility, represen- 
tation in Parliament and in state legislatures was frozen up to the year 2001, ac- 
cording to the population enumerated in the 1971 Census. In addition, all 
ministries and departments of the central and state governments were to 
implement plans to motivate couples to undertake “responsible reproductive 
behavior,” and such plans were to be an “integral” part of their programs and 
budgets. Monetary compensation to acceptors of sterilization was raised and 
graded according to the number of living children. 

Most important, the policy statement also expressed the government's 
willingness to entertain the possibility of state-level action or legislation for 
compulsory sterilization under certain conditions. At the height of the overly 
enthusiastic pursuit of a lower population growth rate, there was widespread 
talk of “no-birth years” in Maharashtra and of “birth-free years for couples 
with three children” in Uttar Pradesh (Visaria 1976). Later in 1976, the legisla- 
ture of Maharashtra state passed a bill providing for the compulsory sterilization 
of couples with three children.’* However, following the defeat of Prime Minister 
Gandhi and her government (which included Dr. Karan Singh), the act was 
allowed to lapse when the president of India withheld his assent. 

In a recent personal discussion, Dr. Karan Singh explained that in 1974, 
when he called development the best contraceptive, he had not considered it to 
be the only contraceptive. In fact, in 1992 he proposed a new slogan: “Contra- 
ception is the best development.” Further, in his opinion, he was able to con- 
vince Prime Minister Gandhi about the importance of the population problem, 
and a general climate in favor of compulsory sterilization had indeed been 
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created. Some of the state chief ministers had sought his support for such a 
policy, although only Maharashtra actually passed a law on the subject. 

In a preface to the revised edition of his autobiography, Dr. Karan Singh 
briefly recalls the events of that period. According to him, when Sanjay Gandhi 
added “family planning” to his erstwhile four-point program, the chief minis- 
ters of some North Indian states unilaterally raised their sterilization targets to 
please the rising star on the political horizon.’ However, the central Ministry of 
Health and Family Planning did not raise its targets, and Dr. Karan Singh 
wrote letters and convened meetings of the state chief ministers and health 
ministers urging them not to use coercion. While the sterilization figures soared 
in 1975-76, “the post-emergency backlash threw the program back by a crucial 
decade,” and “family planning became a dirty word” (Karan Singh 1994: xvi). 

According to a Commission of Enquiry set up after the emergency, Dr. 
Karan Singh wrote to Prime Minister Gandhi in October 1975, saying that “the 
problem [of rapid population growth] is now so serious that there seems to be 
no alternative to thinking in terms of [the] introduction of some elements of 
compulsion in the larger national interest” (Pai Panandiker and Umashanker 
1994: 89). The record clearly shows that the earlier concern about family plan- 
ning as a means of furthering individual welfare and accelerating improve- 
ment in the quality of life was replaced by an obsession with speedily lowering 
the birth rate. The staff members of the family planning and other departments 
were subjected to considerable pressure to achieve the targets allotted to them. 
They in turn used their official influence or authority to mobilize people and 
bring “acceptors” into the sterilization camps.” The other departments whose 
staff were assigned targets included the police as well as agencies involved in 
the delivery of services and subsidies from the state. These efforts to enforce 
the sterilization targets created a strong negative public reaction, and many 
reports of excesses and irregularities continue to rankle in the public memory 
two decades later. 


Gradual Recovery of the Family Planning Program After 1977 


For several years after the end of the emergency period in 1977, the Indian fam- 
ily planning program was in the doldrums despite the support it received from 
the president and the successive prime ministers. Even as late as 1980, the vil- 
lagers in several parts of the country used to run away to the fields when a 
government jeep approached the area or when visitors asked how many chil- 
dren they had. It has been difficult to change this situation, and few of the social 
scientists who have worked on these issues since 1977 have shown the requisite 
imagination or sagacity to recognize the damage that was done during those years. 

The 1977 Policy Statement of the New Government. The government that 
came to power in 1977 issued a new Population Policy Statement and reaf- 
firmed the entirely voluntary nature of the family welfare (or family planning) 
program. The government declared itself to be “against any legislation for 
compulsory sterilization either at the central level or by the States.” It also re- 
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moved the use of monetary incentives to increase the acceptance of steriliza- 
tion, although it resolved to continue the pursuit of the earlier policy’s other 
elements, including raising the age at marriage, improving female literacy, and 
improving the socioeconomic status of women. 

The new statement of policy also stressed that the program should pro- 
mote the immunization of children against DPT and should provide antenatal, 
natal, and postnatal care to pregnant women. More importantly, it proposed to 
give equal emphasis to all family planning methods and let families choose 
their own method of contraception. In addition, employees of the state and 
national governments, autonomous bodies, local bodies, and so forth were 
“expected to set an example and to adopt the small family norm” (Ministry of 
Health and Family Welfare 1978: 173-176). 

The number of acceptors of family planning, particularly of vasectomies, 
declined sharply after 1976-77. The backlash continued for at least three to four 
years after the emergency had been lifted and the new government had reiter- 
ated the noncoercive nature of the program.” 

A Modified Population Policy. The Planning Commission that drafted the 
Sixth Five-Year Plan for the period 1978-83 set up a Working Group on Popu- 
lation Policy. Its illustrative population projections, prepared under various 
assumptions about the rise in age at marriage and alternative assumptions 
about the level and method-mix of contraceptive use, became the basis for 
population goals included in the subsequent plans as well as the National 
Health Policy of 1983. Again, wishful thinking dominated the deliberations of 
the group. The projections were linked to the country’s achievement of a net 
reproduction rate (NRR) of unity—that is, 1. (An NRR of 1 means that a gen- 
eration of mothers is replaced by an equal number of daughters at the end of 
their reproductive period, after accounting for the effect of mortality.) The un- 
realistic goal of achieving an NRR of 1 by 1996 was adopted for the country as 
a whole and by 2001 for all states. An NRR of 1 was consistent with a birth rate 
of 22 and a death rate of 9. Correspondingly, infant mortality was to be low- 
ered to below 60 from around 120 during 1977-79, and life expectancy was to 
rise above 60 years; effective couple protection rate,” was to be raised to 60 
percent by 1996. 

The revised draft of the Sixth Plan, 1978-83, noted that the “climate of 
coercion and pressure . . . witnessed in some parts of the country during the 
period of internal emergency in. . . the implementation of the family planning 
program” had resulted in “an attitude of antipathy and indifference towards 
the program in the post-emergency period.” Nevertheless, the Plan assigned “a 
very high priority” to the program and stressed the need for motivation, per- 
suasion, and education for the “very difficult and delicate task” and empha- 
sized that “all methods of contraception have to be promoted simultaneously” 
to encourage “open choice.” The Plan outlay for MCH was to be tripled to rep- 
resent 3.4 percent of the Sixth Plan outlay for family planning (compared with 
1.6 percent of the total in the Fifth Plan).” 
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The goals proposed by the Working Group were incorporated into the fi- 
nal version of the Sixth Plan, 1981-85, drafted by a Planning Commission set 
up by Mrs. Indira Gandhi, who had returned to power in the 1980 elections. 
The accentuation of environmental, natural resource, and infrastructure prob- 
lems as a result of the continuing high rate of population growth was noted in 
the Sixth Plan. The Plan also recognized the momentum of growth built into 
the young age distribution of the population. Because of the young age dis- 
tribution, the number of persons of reproductive age is bound to rise. Even if all 
these couples have no more than two children each—enough to replace them- 
selves—the population would continue to grow for at least six to seven decades. 

The targets for sterilization were increased to curb population growth as 
early and as quickly as possible. Instead of only annual targets for the users of 
various contraceptive methods, long-term targets were specified for the NRR 
and the effective couple protection rate. The instruments for reaching these tar- 
gets remained essentially unchanged: social pressure was to be applied against 
early marriages and large families; spacing methods were to be promoted 
among younger couples; and nongovernmental organizations, social groups 
such as Mahila Mandals (women’s groups), and other organizations engaged 
in development work were to be involved with family planning and popula- 
tion issues. 

The long-term targets for the year 2000 were incorporated in the National 
Health Policy approved by Parliament in 1983. These targets have, in a sense, 
guided the program since 1980. The health policy is a more comprehensive 
document with appropriate references to the issues of maternal and child 
health, nutrition, and so forth. The actual performance with respect to the pro- 
motion of the family planning program has fallen short of the ambitious goals 
set during the Sixth Plan period and subsequently. 

The Seventh Five-Year Plan, 1985-90. The Seventh Five-Year Plan, 1985-90, 
continued the tradition of optimistic population projections and envisaged a 
decline in the rate of growth to 1.53 percent during 1996-2001. The NRR of i 
however, was not considered likely to be reached until 2006-11 (Planning Com- 
mission 1985: 11). The Plan envisaged better program management; greater 
emphasis on MCH to reduce infant and child mortality; a program of health 
care for women, newborns, and young children; an expanded program of im- 
munization; health services for school-age children; and active participation in 
the program by nongovernmental and community organizations (Planning 
Commission 1985, vol. 2: 278-:287). 

A major change in the implementation of the family planning program 
following 1981 was the effort to promote reversible methods. The reported 
numbers of acceptors of IUDs, condoms, and oral contraceptives rose faster 
than ever before. However, considerable evidence has accumulated indicating 
that the data were manipulated at the grassroots level to create an impression 
that the prescribed targets for these methods were achieved (Visaria, Visaria, 
and Jain 1994: 293-303). The Third All-India Survey conducted by the Opera- 
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tions Research Group in 1989 and the National Family Health Survey con- 
ducted during 1992-93, as well as some district-level studies, have confirmed 
the widespread existence of overreporting. The contraceptive use rate reported 
by these surveys, particularly for the reversible methods, is markedly below 
the estimates based on the service statistics compiled by the Department of 
Family Welfare (Operations Research Group 1990; International Institute for 
Population Sciences 1995; Visaria, Visaria, and Jain 1995). 

The results of the 1991 Census showed only a small decline in the average 
annual population growth rate during the 1980s compared with the growth 
rate during the preceding two decades (2.1 versus 2.2 percent, respectively). 
This nominal decline has often been interpreted as an indication that the family 
planning program failed to achieve its main objective. However, the growth 
rate represents the difference between the birth and the death rates and is not 
really a good indicator of the impact of the family planning program (Visaria 
and Visaria 1995). 

The Eighth Five-Year Plan and Beyond. ‘The Eighth Five-Year Plan, 1992-97, 
records the fears about the likely aggravation of social tensions and other prob- 
lems as a result of the continuing high rate of population growth. In 1992, with 
the decline in the birth rate slower than projected, the members of the Planning 
Commission for the Eighth Plan had to rethink their goals, and they eventually 
reconciled themselves to a target period of 2011-16 for reaching an NRR of 1. In 
the wake of recent evidence of an accelerated fertility decline, there has been an 
increased willingness to adopt realistic goals and to avoid overly optimistic 
projections. 

The Technical Group appointed by the Planning Commission to prepare 
population projections for the Ninth Plan period (1997-2002) has avoided the 
concept of the NRR of 1. Its projections are based, instead, on the fertility and 
mortality data gathered by the Sample Registration System, focusing on the re- 
placement level of fertility. Its extrapolation of the recent trend in the pace of 
declining fertility observed during the 1980s and early 1990s indicates that re- 
placement-level fertility is not likely to be achieved in the country as a whole 
until 2021 and, in some states, not until much later. 


Diagnoses of the Difficulties in Lowering Fertility 


A strengthening of the training facilities for and academic programs on follow- 
up services as well as the after-effects of sterilization and the use of other con- 
traceptives was considered necessary in the Third Plan. Resource constraints 
and staff shortages were recognized as the major problems of the program in 
the Fourth and succeeding plans as well. The factors contributing to the 
nonrealization of the population policy goals were identified and discussed with 
remarkable candor in the Eighth Five-Year Plan, 1992-97. The main points were: 

— The program has remained a unisector program of the MOHFW. 

— It has suffered on account of centralized planning and target-setting 
from the top. 
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— The monitoring mechanism has been reduced to a routine target-re- 
porting exercise, making it impossible to identify problems and/or take correc- 
tive action. 

— Both initial and on-the-job training are poor and program implementa- 
tion is ineffective and insensitive—ineffective insofar as it has not really per- 
suaded many young couples to accept or practice family planning, and 
insensitive to both the problems of women who want children and are unable 
to have them, and to the difficulties faced by health workers in their task(s). 

— The program has remained a government initiative; active community 
involvement is marginal. 

— The IEC activities have been directed more to national than to personal 
issues. Workers often talk to couples about the total increase in the country’s or 
state’s population and not about the problems that a family is likely to face, for 
example, the increase in the subdivision of landholdings and the like. 

— The program suffers from overreporting contraceptive use rates, ne- 
glect of reversible contraceptive methods, and few or no MCH activities. 

The Eighth Plan, therefore, proposed an integrated approach to family 
planning and concerted efforts through both governmental and nongovern- 
mental organizations, besides social and political commitment to make slower 
population growth (through a reduction in the fertility rate) a national goal. 
The Plan proposed a decentralized approach, consistent with the recent consti- 
tutional amendments relating to the introduction of a system of panchayati raj— 
local self-governing councils elected for groups of villages, blocks, and districts 
to help “decentralize” the government. 

The current climate in India is favorable in several ways to a revamping of the 
country’s population policy and family planning program. Before noting them, 
however, we discuss the recent initiative for a new National Population Policy. 


The Quest for a National Population Policy 


After the 1991 Census, the Karunakaran Committee of the National Develop- 
ment Council (NDC) proposed the formulation of a National Population 
Policy.” The policy was to take “a long-term holistic view of development, 
population growth and environmental protection” and suggest “policies and 
guidelines [for] formulation of programs” and “a monitoring mechanism with 
short, medium and long-term perspectives and goals” (Planning Commission 
1992). The proposal implies an interesting position about the earlier population 
policy statements of 1976 and 1977. It has been argued that while the earlier 
statements were placed on the table, Parliament never really discussed or 
adopted them. In August 1993 an expert group headed by Dr. M. S. 
Swaminathan was asked to prepare a draft of a national population policy that 
would be discussed by the Cabinet and then by the Parliament. The draft, sub- 
mitted in May 1994, was subsequently circulated among the members of Par- 
liament, and various agencies of the central and state governments were asked 
to comment. While a national population policy approved by the National De- 
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velopment Council and the Parliament was initially expected to help produce 
a broad political consensus, this does not seem to have happened. However, in 
his address to the nation on the 50th anniversary of India’s Independence, 
Prime Minister I. K. Gujaral has promised to announce a National Population 
Policy in the near future. 

The government has begun to reorient the family planning program in 
light of some of the policy proposals of the Karunakaran Committee, the Ex- 
pert Group chaired by Dr. Swaminathan, and the concerns articulated in the 
Program of Action approved at the International Conference on Population and 
Development held in Cairo in September 1994. It has initiated action to place 
the issues of reproductive health and gender equity at the center of the family 
planning program. 

Method-specific contraceptive targets were removed effective 1 April 
1996.” At least in theory, a climate has been created in which female health 
workers can focus their attention on the health and welfare of mothers and 
children or on the broadly defined reproductive health of the entire population. 
The state governments have been given the freedom to introduce incentives to 
the district or lower-level bodies or NGOs for improving the quality of ser- 
vices. There is, however, a concern that the removal of country-wide targets 
will lead, at least initially, to a decline in performance. The critical question is 
whether the new system will enable grassroots workers to undertake a “real 
needs assessment” in consultation with the communities they seek to serve and 
whether it will eventually lead to the development of plans and operational 
strategies from the ground up, to guarantee the health and welfare of millions 
of individuals and families (Ministry of Health and Family Welfare 1996: 1-2). 
Consultations with field workers in different parts of the country have indi- 
cated widespread disappointment with the needs-assessment forms in the new 
manual prepared by the government.” The cost and benefits of these exercises 
need to be researched carefully over the next few years. 

There is widespread skepticism about the likely duration of the new 
policy, and many program managers do not understand the manner in which 
the new system is expected to function. As a result, in some states the new 
system has reportedly led to even more ambitious targets than were set during 
the period of centralized decisionmaking. The Indian system shows a surpris- 
ing resistance to any proposal for modifying the accepted past approach to per- 
formance monitoring and evaluation. It is quite likely that these stresses and 
strains will continue while the country’s fertility and mortality rates progres- 
sively decline and the need for targets becomes insignificant (as has happened 
in Kerala and Tamil Nadu). The national policymakers have a critical role to 
play in convincing their colleagues in the states of the need to concentrate on the 
replacement level of fertility rather than on levels of contraceptive acceptance. 

Several factors are favorable to an effective reformulation of population 
policy: the evidence of an extensive and considerable decline both in fertility 
and in infant and child mortality; the rise in levels of female literacy and school 
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attendance rates and the ongoing campaign to promote total literacy; and the 
spread of the mass media, which can play an important role in IEC activities 
and in training female health workers. The rising immunization rates and the 
proposed nationwide activities of the Integrated Child Development Services 
open up possibilities of a concerted attack on prevailing levels of malnutrition 
and anemia.” 

For the first time, the effective implementation of many of the original 
population policy’s goals, and those recommended in successive five-year 
plans, seems possible—including the integration of MCH and family planning 
activities. However, if this possibility is to become a reality, a candid appraisal 
of the problem areas is necessary. These areas include (1) the existence of dis- 
sent from the official population policy; (2) the difficulties in implementing 
“beyond family planning” policies and an effective IEC program; (3) sources of 
opposition to population policy; (4) the alienation of some Indian feminists 
from the family planning program; and (5) the role of external advisers in the 
formulation and implementation of Indian population policy. We examine each 
of these issues in turn. 

Popular Perceptions of Population Policy. The Indian family planning pro- 
gram has faced difficulties in winning the confidence of the people, in part be- 
cause social scientists and other researchers have paid insufficient attention to 
the public’s perceptions about population growth. At the same time, the people 
at large do not understand the abstract reasoning of social scientists and poli- 
cymakers, in part because family size is, for them, an individual, private mat- 
ter. This means that intensified IEC efforts are needed to accelerate the pace of 
recognition by the people of the consequences of population growth or the ex- 
ternalities of individual behavior. 

Of course, the people have also recognized the consequences of popula- 
tion growth for the size of landholdings available to them for cultivation 
(Visaria and Visaria 1996: 13-15). However, this recognition is moderated by 
the possibilities of outmigration and by the scope for nonfarm work opportu- 
nities even without moving to a town or city. These possibilities can limit the 
interest of local Panchayats in restricting the family size of their residents. Over- 
all, people in most parts of the country have responded positively to the family 
planning program and have taken advantage of the facilities or services of- 
fered, so that fertility is now dropping at a rate faster than seemed feasible 
until the mid-1980s. Now, intensified efforts are needed to better understand 
the motivations regarding family size and fertility among various segments of 
the population. 

“Beyond Family Planning” Policies. As noted above, the need for a broad 
approach to population issues was clearly identified in the Third and subse- 
quent Five-Year Plans. The oft-repeated measures include the need to improve 
the socioeconomic status and literacy rates of women. Many of the plans have 
emphasized the need to promote family life education, to place more emphasis 
on MCH, and to raise the age at marriage of girls, which is now quite low. The 
singulate mean age at marriage for the country as a whole, according to the 
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1991 Census, is about 19.6 years. The figures for Kerala and Tamil Nadu are 
reported to be 23.9 and 21.3 years, respectively. However, estimates for the four 
large Northern states of Bihar, Madhya Pradesh, Rajasthan, and Uttar Pradesh 
and for Andhra Pradesh range between 17.6 and 18.4 years—about 5 to 6 years 
lower than in Kerala. Progress on all these issues has been slower than antici- 
pated because of the inherent difficulty of social engineering in a large complex 
society under a democratic government. The government has few instruments 
available to influence the intra-household behavior of the people and to alter it 
in favor of a different set of values. 

Many proposals to raise the status of Indian women have stressed raising 
the number of productive employment opportunities. Since women in rural 
India already perform unpaid work on family farms or in other family enter- 
prises, the reference has been to paid work or jobs outside the home. Most of 
these proposals have overrated the government's capacity to “create” a sub- 
stantial number of employment opportunities and, further, to assign them to 
particular groups of the population in different parts of the country. The prob- 
lem has been serious throughout the past 45 years of planning for economic 
development, but the constraints on state action are even more severe today 
because pressures to contain public expenditure and reduce fiscal deficit have 
led to a decline in the level of public investment. 

Sources of Opposition to Population Policy. The Indian planners’ adoption 
in the 1950s of a policy to promote the family planning program was possible 
partly because of the absence of any well-organized religious opposition to 
birth control. However, within the ranks of the Congress Party, which formed 
the central government continuously from 1947 until 1977, there were different 
strands of thought, represented by the ardent followers of Mahatma Gandhi as 
well as the socialists and the Marxists, who tended to be pronatalist. 

During the 1950s and the 1960s, as observed earlier, there was some dis- 
sent from the official policy among Gandhi's “constructive” followers and among 
the leftist political parties,” which were guided by Marxist philosophy and did not 
regard population growth as a problem in terms of a negative impact on the 
economy. Their views changed only gradually as the population of India con- 
tinued to grow at an average annual rate of more than 2.2 percent up to 1981. 
Indian policymakers and political leaders were also influenced by China's suc- 
cess in lowering fertility and its rate of population growth after 1978. 

Another source of opposition to the official policy to promote family plan- 
ning and lower fertility has been the widespread perception that Muslims in 
India were not accepting contraception and that the rate of growth of their 
population continued to be higher than that of other groups. This concern is 
based partly on the unpleasant memories of India’s partition in 1947 in the 
name of religions professed by the people in the areas that now form Pakistan 
and Bangladesh. The higher rate of growth of the Muslim population during 
successive intercensal periods strengthened this concern. Many Indians fear a 
second partition of the country or a situation in which the Muslims would con- 
stitute a majority of the population, particularly in some districts and states 
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sharing a border with Bangladesh or Pakistan. Yet, they overlook the fact that 
the high Muslim fertility is at least partly a correlate of their lower levels of lit- 
eracy and education and their concentration in states where non-Muslims also 
have a higher level of fertility than the national average. There is also evidence 
that the practice of contraception, including the use of nonreversible methods, 
has continued to rise among Muslims (Visaria and Visaria 1995). 

Some believe that an element of compulsion needs to be reintroduced in 
the Indian family planning program in order to minimize the differences in 
contraceptive use among the main religious groups. The advocates of this view 
seek a revival of the policy adopted during the emergency period of 1975-77 to 
compel persons with more than a specified number of children (usually three) 
to undergo sterilization. 

India’s Feminists and the Family Planning Program. In recent years, the 
women’s movement has been split in its attitude toward the Indian family 
planning program, mainly concerning the introduction of hormonal methods 
of contraception and the introduction of disincentives such as the proposal to 
limit maternity leave to pregnant women with no more than two children. 

From the 1950s, Indian policymakers have been cautious about introduc- 
ing different methods of contraception in the family planning program. Various 
contraceptives such as foam tablets, spermicidal jellies, the IUD, birth control 
pills, and hormone-based methods including injectables and Norplant® were to 
be tested in experimental trials conducted under the auspices of the Indian 
Council of Medical Research for their suitability for adoption in India. The 
poor nutritional situation and the widespread practice of prolonged lactation in 
India might produce contraceptive side effects that are not a problem in indus- 
trialized countries. As a result, the testing and screening processes have been 
quite slow. Moreover, the medical scientists in charge of the trials have some- 
times been criticized—by, among others, some of India’s feminists—for yield- 
ing to pressure from donor agencies or from the multinational (mainly 
American) firms manufacturing and distributing particular products. It is dif- 
ficult to confirm whether and how far the suspicions are justified, but the need 
for proper ethical procedures is obvious and a credible system for monitoring 
contraceptive trials needs to be put in place. 

While India’s feminists support the right of women to limit their family 
size in the interest of their health and independence, they are aggrieved by the 
poor quality of the services provided to women undergoing sterilization or 
accepting other methods. Their criticism of so-called demographic fundamen- 
talism” is sometimes misplaced but it is born of a fear that many decisionmak- 
ers are too obsessed with reducing population growth to worry about the 
adverse consequences of contraceptives on women’s health. Their distrust of 

provider-controlled contraceptives is generally justifiable considering India’s 
high levels of illiteracy and poverty, which limit most women’s ability to ask 
for and obtain correct information and adequate care. Nevertheless, feminists 
often show a surprising inability to discriminate between policymakers and 
other professionals and to identify their potential allies. Undue reliance on se- 
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lective evidence and outdated dogma also limits their ability to enter into a 
dialogue with policymakers and to win their support for improving the lives of 
Indian women. 

The External Influence on India’s Population Policy and Family Planning 
Program. Contrary to the widespread belief that India’s population-related 
programs receive extensive external funding, international assistance in the 
field of population was largely in the form of technical assistance prior to 1972- 
73. During the Fifth Plan period (1974-79), external assistance covered about 16 
percent of total expenditures on the family planning program. The share 
dropped to around 14 or 15 percent during the Sixth (1980-85) and Seventh 
(1985-90) Plan periods. The absolute amounts of foreign funds transferred to 
India have risen partly because of the devaluation of the Indian rupee over the 
years. Between 1990 and 1993, the share of foreign aid spent on the Indian fam- 
ily planning program rose to 23 percent, partly because of a USAID-assisted 
project on innovations in the family planning program in the state of Uttar 
Pradesh. A significant part of the external funds that India has received has 
been used to construct primary health centers and subcenters; some effort has 
also been made to use these funds for training activities. On the whole, how- 
ever, the Indian family planning program has been funded primarily from in- 
ternal resources. 

We noted earlier that India’s expatriate advisers warned the government 
not to depend on clinics for the promotion of family planning in rural areas, 
and stressed the importance of strengthening the family planning data base 
and research capabilities. In addition, around the time of the Second Five-Year 
Plan, the work of Ansley Coale and Edgar Hoover alerted Indian planners and 
policymakers to the possibility of a sharply accelerated population growth rate 
because of an unexpectedly rapid decline in death rates, such as had reportedly 
occurred in neighboring Ceylon (Sri Lanka).” The caveat was later confirmed 
by the 1958-59 National Sample Survey, which indicated that the rate of natu- 
ral increase in rural India had already risen to 1.9 percent during 1958-59. Yet, 
the planners were not prepared for the results of the 1961 Census, which indi- 
cated a total population of 439 million (instead of 404 million) and an average 
annual intercensal rate of growth on the order of 2 percent. 

Because of their expertise with management information systems, outside 
advisers have probably played a vital role with respect to the introduction of 
method-specific targets in India’s family planning program. These advisers 
were not able to recognize the Indian capacity for only a nominal fulfillment of 
the prescribed system, while its spirit or essence was violated. As a result, the 
Indian program has not been able to get the expected benefit from the consid- 
erable investment of effort and time in the process. 

Also, rather surprisingly, the excessive zeal of policymakers during the 
emergency era to slow the rate of population growth did not raise any note- 
worthy international criticism. Advisers from the industrialized countries 
looked at the surprising developments in the Indian family planning program 
with a sense of awe and possibly even covert admiration.” Few of them ad- 
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vised the government of India that only a highly developed state has the capac- 
ity to shape the behavior of its citizens in such personal matters, or that a state that 
cannot enforce compulsory primary education for children up to age 14 lacked the 
capacity to sterilize couples with three or more children” (Visaria and Jain 1976). 

At another level, in the late 1960s and the 1970s, particularly after the 
devaluation of the Indian rupee in 1966 and the rise in oil prices, the Indian 
balance of payments became difficult. The role of the Aid India consortium led 
by the World Bank was to decide the amount of annual foreign assistance to In- 
dia that was vital for the Indian economy. Each year, the memorandum on the 
performance and prospects of the Indian economy sought to monitor and re- 
port to the donor governments India’s efforts to lower its rate of population 
growth. The data on annual acceptors of different methods of contraception 
were not readily available to Indian scholars at the time but they were rou- 
tinely supplied to the World Bank, and through it to other government donors. 
It is likely that these monitoring requirements created pressure to accelerate the 
pace of progress toward reducing the birth rate and contributed to the move- 
ment to introduce compulsory sterilization in the Indian family planning program. 

Similarly, the criticism that the Indian program relied solely on steriliza- 
tion probably contributed to the later efforts to promote reversible methods. 
However, neither the health workers nor the senior staff have genuinely 
changed their approach, so reversible methods are still not widely used. More- 
over, there is some resistance to the use of these methods, which is in part due 
to the fact that contraceptive supplies are not regularly available in villages 
(600,000 of them). Also, information about and supplies of oral contraceptives 
and the diaphragm are not readily available. The Indian genius for satisfying 
the advisers without really changing the situation at the grassroots level has 
restricted the usefulness of service statistics as a means of assessing the perfor- 
mance of the family planning program. 


THE PUBLIC PERCEPTION OF POPULATION ISSUES 


Although nearly five decades have elapsed since the initiation of the family 
planning program in India, relatively little is known about the extent to which 
the people share the planners’ and policymakers’ concerns about the impact of 
population growth on their living standards. In the early 1950s and 1960s, 
when India’s population policy was still evolving, surveys were conducted 
about the knowledge of, attitudes toward, and practice of family planning 
methods. Most of these KAP surveys, as they are called, indicated that people 
were generally willing to limit their family size to a smaller number than the 
children ever born to them. Rather surprisingly, the literature is largely silent 
about the fact that, when respondents report on their desired number of chil- 
dren, they are talking about the number of living children they want to have 
rather than the number of births of children. In effect, the gap between the data 
on desired family size and the number of children ever born to couples re- 
flected, in part, the effect of high mortality among infants and children. 
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Recent efforts have focused on the public’s perceptions of the population 
problem and on the extent to which they recognize its impact on their living 
standards. During an intensive four-district survey of 13,200 households in 
Gujarat, conducted in 1989, respondents were asked whether during the previ- 
ous decade the living conditions in their village or town generally and in their 
own household specifically had improved, deteriorated, or remained the same. 
A similar survey of 3,000 households was conducted during 1991 in three dis- 
tricts of Kerala. 

The main respondents were married women of reproductive age. The educa- 
tional attainment of the head of the household or of the respondent’s spouse was 
noted. The rate of nonresponse (answered “I don’t know”) was between 1 and 11 
percent for the Gujarat survey, and 17-18 percent in the Kerala survey. 


Changes in the Living Conditions of Villages or Towns 


A large majority of the respondents in both Kerala and Gujarat reported that 
the schooling facilities, transportation, and health care facilities, as well as 
maternal and infant mortality, had improved over the ten years preceding the 
survey. However, in Gujarat about 56 percent of the rural and 68 percent of the 
urban respondents reported a decline in the average life span, which probably 
means that the question was not understood properly. 

An interesting difference between Gujarat and Kerala concerns changes in 
the opportunities for employment. Nearly 42 percent of those who answered 
this question in Kerala reported that the employment situation had gotten 
worse. The corresponding figure for Gujarat was just about half as high. More 
important, a much higher proportion of the better-educated respondents in 
Kerala reported a deteriorating employment situation than the less-educated 
respondents. In Gujarat, on the other hand, the corresponding differences were 
much smaller between those two groups. Also, a higher proportion of the liter- 
ate and better-educated respondents in rural Gujarat reported an improvement 
in the availability of work or employment opportunities, while in urban areas 
the observed differences according to educational attainment were small. The 
data have captured very well the acute paucity of work opportunities for the 
better-educated in Kerala State, which also had the country’s second highest 
population density in 1991. Moreover, until about 1971, the population growth 
rate in Kerala exceeded the national average, which resulted in a faster rise in 
density and an increase in pressure of population on land and in the labor 
market. The concern about work opportunities has contributed both to the rise 
in the age at marriage and to the fall in marital fertility in Kerala. 


Changes in the Condition of Respondents’ Households 


In Gujarat, over 38 percent of the households reported an improvement in their 
economic status; about 48 percent reported no change; and only 13-14 percent 
reported a deterioration during the previous decade. (This question was not 
included in the Kerala survey.) Those who reported an improvement in living 
conditions in Gujarat attributed it to good agriculture (in rural areas), to good 


82 PRAVIN VISARIA ¢ VIJAYLAXMI CHARI 


business conditions (in urban areas), to a son’s employment, or to the 
respondent’s promotion at work. The reported reasons for a deteriorating fam- 
ily situation were more varied, but they included bad agriculture, bad business 
conditions, a son’s inability to get work, the absence of an income-earner, or the 
loss of a job. The importance of employment is again obvious. 

In both states, the proportion of respondents reporting improved living 
conditions rose with the educational attainment of the head of the household. 
A rural-urban distinction is not relevant to Kerala, but in Gujarat the results 
were broadly similar in both rural and urban areas. 


Implications of the Findings 


These findings are not surprising. A few years ago, a panel of social scientists 
meeting with the Indian Planning Commission was asked to prepare a note for 
the prime minister on the adverse implications of the current rate of population 
growth, in order to persuade him to support a stronger population control ef- 
fort. It was immediately pointed out that it would be virtually impossible to 
find any variable with respect to living conditions that had not improved since 
Independence. (One exception is the growth of urban slums, which have in 
some sense lowered the quality of living among the better-off residents of 
towns and cities. But even the slum residents report that they are better off 
relative to their living conditions several decades earlier.) 

The Gujarat study also indicated that over 90 percent of both rural and 
urban respondents recognized population growth in the area where they lived 
but over 60 percent of those in rural areas and nearly half of those in urban 
areas did not recognize the effect of population growth on living conditions. 
Educational attainment of the head of the household did not make any differ- 
ence to the pattern of responses. Even in Kerala, where the level of fertility has 
declined sharply since the 1970s, only 72 percent of the respondents reported 
population growth in their area (village or town); and more important, only 
two-thirds of all respondents recognized the effect of population growth on 
their living conditions. 

The central point for reflection is that the Indian people do not perceive 
the continuing growth of population as adversely affecting their living condi- 
tions. Yet, it is also likely that living conditions would have improved faster if 
population growth had been slower. The recent rapid growth of communica- 
tions technology and the spread of the mass media have almost certainly 
broadened the awareness of the people, even in the countryside, about the al- 
ternatives open to them. In areas that have witnessed international migration, 
the improved living standards of the families of emigrants or of return mi- 
grants have provided proof that poverty is escapable and living standards can 
improve—even in the face of continued population growth. 

The gap between current living standards and the desire for upward so- 
cial and economic mobility has been an important factor underlying the accel- 
eration of India’s fertility decline. This point came up repeatedly in the focus 
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group discussions conducted in two of the four surveyed districts of Gujarat 
and in several villages of Tamil Nadu, where fertility declined sharply during 
the 1980s and has continued to decline since then. (The TFR in Tamil Nadu, ac- 
cording to the SRS, is estimated to have declined from 3.3 in the early 1980s to 
2.1 in 1993.) To some extent, the accelerated pace of fertility decline during the 
1980s and early 1990s in most states of India seems to be a result of inflation. 
That is, constrained finances and the gap between aspirations and the realized 
level of living have led to higher age at marriage and fewer children. The pro- 
cess is likely to continue in the years ahead. 


VIEWS OF POPULATION GROWTH AMONG SENIOR PROGRAM 
FUNCTIONARIES AND POLITICIANS 


During the first half of 1994, personal interviews were conducted by the au- 
thors of this chapter with 20 family planning program functionaries and poli- 
ticians in the states of Gujarat, Madhya Pradesh, and New Delhi. This section 
presents their diverse viewpoints. 

The interviewees were selected bureaucrats and social and political work- 
ers who have been key actors in the formulation and modification of popula- 
tion policy and, more importantly, in the implementation of the family 
planning program today. They were considered influential persons in (1) 
Gujarat, the second most urbanized and industrialized state, with a reputation 
for efficient administration; (2) Madhya Pradesh, where a large proportion of 
the tribal population lives and where mortality and fertility are high; and (3) 
New Delhi, the seat of the central government. 

Gujarat has done fairly well in lowering its population growth rate during 
the past intercensal decade, 1981-91. Madhya Pradesh has the largest land area 
and is well endowed with forests and minerals, but it is one of the least devel- 
oped states of India.** The interviews were conducted in these two states to 
gain a balanced overall picture. We have also drawn on informal meetings with 
senior bureaucrats from the central government and a former Minister of 
Health and Family Planning, as well as informal discussions with several re- 
tired and currently employed bureaucrats and with over 40 social scientists. In 
total, over 60 people were consulted. 

An attempt is made here to highlight the views and concerns of our re- 
spondents that shed light on the diversity of opinions held by members of dif- 
ferent constituencies on this subject. The obstacles to a radical reorientation of 
the current approach to population growth and family planning are also high- 
lighted. With free English translation and some comments, the responses are 
recorded verbatim. 


Policy Framework 

The Population Problem. All interviews began with questions about the 
respondent’s perception of the population problem. All respondents exhibited 
some reluctance to take an independent position, but their responses can be 
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broken down into three general groups. A majority of the answers obtained, 
especially in the case of service providers, equated the country’s population 
problems with the difficulties of implementing an effective family welfare pro- 
gram. Evidently, their perceptions (reported below) about the population prob- 
lem were influenced by media reports and by information given out by the 
government. A second group of respondents mostly restated the official view- 
point while a third group highlighted the deficiencies in the government’s of- 
ficial statement of the problem. 

The Western Influence on the Indian Approach. Some of the respondents 
held that there has been no original thinking on the population problem in 
India, whereas Western thought has had a heavy influence. The problem has 
been defined as the government’s need to keep in view the requirements of the 
international donor agencies, which have had readily available funds for 
India’s family planning program. 

The view expressed by some of our respondents regarding the influence of 
the West was similar to the views of the Marxists (or leftists) and the workers 
engaged in the “constructive programme” started by Gandhiji and his close 
followers in India. They supported the Russian policy of permitting free abor- 
tions as a means of improving the status of women, and with the effective 
implementation of China’s “one child per family” policy, most of the leftist op- 
position to the government’s promotion of contraception has subsided. At the 
same time, the responses indicated that some sort of consensus has emerged 
that the Indian population growth rate is high and the size of the population is 
too large to be sustained by the country’s limited resources. 

The Fear of Religious Discrimination. Some respondents suspected a reli- 
gious bias in the official approach to the population problem. They alleged that 
the official policy is implemented in a manner that would check the growth of 
the Hindu majority but would not affect the minority religious groups, espe- 
cially Muslims. 

The orthodox Hindus are sympathetic to a non-Congress opposition 
party’s concern with reestablishing a preeminent position for Hinduism and its 
religious preachings in India. They have considerable appeal among the less 
educated as well as middle-class Hindus, who fear another partition of the 
country if the minority community becomes numerically more important in 
certain parts of the country, particularly in the states sharing a border with 
Pakistan or Bangladesh. 

Awareness of the Momentum of Population Growth. Only one of the respon- 
dents commented on the age structure of the population and its built-in mo- 
mentum for growth. He also mentioned rural-to-urban migration as contribut- 
ing to the problem of slums in urban areas. Many respondents thought only of 
the birth rate and considered it to be high; it formed the core of the population 
problem according to most. Very few respondents recognized the vital role of 
mortality decline in the Indian population problem. A senior officer of the cen- 
tral government noted, however, that the success of policies to lower mortality 
had created the population problem. 
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The Family Welfare Program and the Centrally Imposed Population Policy. Most of 
the service providers did not distinguish between population policy and the fam- 
ily welfare program. Therefore, the comments on the policy were either mixed 
with the comments on the program or involved criticisms of the latter. 

According to a retired senior bureaucrat, the policy is marked by despon- 
dency rather than hope. Forced upon the people without adequate research 
into the problem, and inconsistently applied, it became a coercive structure 
rather than an organic solution that should have grown from within. It is 
based, he said, on sectoral thinking—that is, from a narrow perspective. 

Some respondents also suggested that the central government failed to 
consult the state governments in formulating the population policy. No consid- 
eration has been given to the regional dimension of the population problem. 
One respondent even went so far as to say that the population policy has made 
healthy people sick by forcing them to undergo sterilization. Given the manner 
in which the policy is implemented, it encroaches upon an individual's free- 
dom. Some respondents alleged coercion even today. 

Political Will. Policy formulation is a political activity, and since the fam- 
ily planning program is government-run, political support can influence its 
performance to a large extent. Political will can also be instrumental in chang- 
ing social norms. In India, the family planning program was initiated because 
of the convictions of the highest-level political leadership and the society’s 
elite. However, the decisive and negative public response to the activities dur- 
ing the emergency period has created a deep-seated fear in the minds of most 
politicians with regard to family planning. The allegations of coercion, for ex- 
ample, were instrumental in the defeat of Indira Gandhi's party in the Parlia- 
mentary elections in 1977.*! India’s politicians today do not want to risk a 
similar demise by pushing family planning too strongly. 

Some of the respondents also expressed the view that today’s politicians 
are interested only in retaining their seats at any cost. Instead of being inter- 
ested in the formulation of policies and the performance of programs to benefit 
the people, politicians are mostly concerned with the transfers and postings of 
personnel, and they tend to interfere in the workings of the ministry and de- 
partment in this respect. 

Other respondents argued that politicians are not committed to any na- 
tional objective. Therefore, no strong political action is taken to deal with the 

population problem. Even earlier, said some respondents, the family planning 
program received political support because international agencies were ready 
to donate large amounts of money and technical support for population control 
programs—and the larger the sum of money that any government department 
got from international donor agencies, the better was its position. In fact, how- 
ever, the family planning program received little international aid until the 
early 1970s, so this allegation lacks an empirical basis, although it is a wide- 
spread perception. 

Empowerment of Women. Almost half (10) of the respondents noted that 
women do not have an equal say with men in deciding the size of their fami- 
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lies. Since the family welfare program is aimed more directly at women than at 
men, its success will depend largely on the empowerment of women. Most of 
the respondents agreed that there is an urgent need to empower women to 
allow them to play a significant role in decisionmaking about the family. Along 
with education, women need skills that will enable them to earn an indepen- 
dent income. As an immediate measure, the government program could pro- 
vide financial assistance for mothers and daughters so they are no longer 
considered an economic burden on the family; with economic power, their sta- 
tus in the family and in society will improve. 

Suggestions Regarding Policy. As noted above, most of the respondents, 
particularly those concerned with the provision of services, did not distinguish 
between the family welfare program and population policy. Five respondents 
did not offer any comments about the changes necessary in regard to popula- 
tion policy but they gave the following suggestions about the family welfare 
program: 

— The most important change needed is to define the population prob- 
lem in such a way that the program does a better job of incorporating people’s 
perceptions of the problem. The link between the micro-level and macro-level 
aspects of the problem should be clear. The link between infant mortality and 
fertility needs to be emphasized, and local situations should be used to eluci- 
date the problem. 

— The formulation of policy must give due consideration to area-specific 
problems, and should have closer links with other developmental efforts, espe- 
cially education. 

— Recognition of the population problem must be incorporated into the 
programs of every government department, and all government employees 
must be involved in IEC work. Population activities should be integrated at 
least with the general health delivery system and, if possible, with the pro- 
grams for eradicating poverty and illiteracy. 

— The policy needs a more humane formulation with an emphasis on the 
health of mothers, children, and entire households instead of its present con- 
centration on reducing the population growth rate. 


The Fertility Decline versus the Mortality Decline 


Although India’s fertility level has declined since the 1970s, it has not declined 
as dramatically as the mortality rate. The reduced mortality rate has been 
easier to achieve in part because people tend to follow advice about behavior 
changes required for better health, but hesitate to accept advice relating to the 
adoption of contraception. The following reasons were cited. 

It is generally recognized that the Indian population is too large to allow 
everybody to lead a comfortable life. But people feel that the government 
should address this problem. For example, some feel that the government 
should “reward” people for accepting contraception by providing acceptors 
with total health care. They also feel that the government should ensure that all 
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contraceptive services, including surgical procedures, are easily accessible— 
either by situating them near people’s homes or by providing transportation to 
and from facilities. Furthermore, the government should extend preferential 
treatment to all family planning acceptors in the provision of all services or 
subsidies. 

Another reason for the relatively slower decline in fertility is that children 
in India are considered an economic asset, not a burden.” People feel that they 
take care of their children and the government does not help them in this re- 
spect. Unsolicited government advice about contraception is often viewed as 
an attack on personal freedom and an invasion of privacy. Nonetheless, the 
service providers we interviewed (especially in Madhya Pradesh) held that the 
social norms regarding the ideal family size have changed in India. Many 
people today do not want to have more than three children, after which they 
tend to come forward voluntarily for contraception (presumably sterilization), 
except for certain isolated, less educated groups (indigenous tribes, slum 
dwellers). 

Even though female sterilization has become the primary means of contra- 
ception in India, people are generally afraid of surgery of any kind, and they 
view even IUD insertions as surgery. In addition, quite often the field workers 
and doctors at the primary health centers are not available during emergencies, 
and people do not find the program reliable. The government still has not ad- 
dressed these problems, which clearly have a negative impact on contraceptive 
use. In addition, people distrust the family planning program, just as they tend 
to distrust any other government program. Part of this distrust also springs 
from a general feeling that field workers are interested only in meeting targets 
in order to earn promotions, not in helping potential acceptors. Our interviewees 
believe that once people understand that too many closely spaced births endanger 
the lives of their children, they will accept contraception more readily. 

Among Muslims and other minority groups, the topic of family planning 
is still not discussed openly. People are afraid that if they speak openly in favor 
of contraception, they will be ostracized. Even those who want to avail them- 
selves of family planning services do so clandestinely, and many women are 
afraid to tell their husbands that they are using contraceptives. 

Finally, according to some interviewees, the state governments do not 
pursue the family planning program as vigorously as they pursue other pro- 
grams because the funds for family planning activities are assured, coming as 
they do from the central government. Funds for other programs such as educa- 
tion have to be raised by the state government, and they take more care to 
ensure that work is properly done because they are paying for it out of their 
state budget. 


Program Implementation 


Cessation of Childbearing Through Nonreversible Contraception. According to the 
interview findings, the majority of family planning acceptors in India use ster- 
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ilization once they have achieved their desired family size.* The relative popu- 
larity of sterilization stems from the fact that it was the first method to be made 
available under the official program and was promoted as the most depend- 
able. Moreover, surgical procedures are accepted as an integral part of the 
Western allopathic system of health care delivery and they encounter the least 
resistance from a large majority of the people. Service providers also favor ster- 
ilization because it eliminates the need for continuous follow-up. The main 
shift has been from male sterilization to female sterilization after the emer- 
gency period. Among the various types of female sterilization procedures, 
minilaparotomy and laparoscopy are preferred over the traditional tubal liga- 
tion, mainly because women undergoing a minilaparotomy or laparoscopy 
need to spend only one day away from their homes, whereas after a tubectomy 
they must be hospitalized for nearly a week. 

Birth Spacing Through Reversible Contraception. Many people in India, par- 
ticularly in rural areas, do not understand the connection between a longer 
interbirth interval and child health and survival. Moreover, most of the 
interbirth intervals in India are fairly long (about 2 to 3 years) due to the almost 
universal practice and prolonged duration of breastfeeding. Nonetheless, for 
those women who do not want to become pregnant, said some of our 
interviewees, an “advantage” of spacing methods is that they can be adopted 
without the husband’s knowledge. Their disadvantages, according to our re- 
spondents, include side effects, inadequate patient information, and untrained 
providers dispensing methods (mainly IUDs and birth control pills) about 
which they know little. 

The side effects of IUDs, for example, make them very unpopular. Our 
interviewees said that women who accept IUDs are often not given complete 
information and follow-up is usually inadequate. Moreover, sometimes an IUD 
is inserted without a proper check-up to identify possible contraindications, 
and service providers are often not skilled enough to insert IUDs properly. 

Birth control pills also have problems. Women who use oral contraceptives 
often forget to take their pills every day, and they are not told what to do in 
that instance. As is true for IUD acceptors, women who accept the pill often do 
not receive an adequate check-up first, and they do not know what to do if 
they develop side effects. 

With regard to spacing methods in general, our respondents said, regular 
supplies are difficult to maintain in the rural primary health centers and 
subcenters because the population is so widely dispersed. People often have to 
walk long distances to the subcenters, and if the field worker is not available 
they are not able to get the supplies they need. 

Female service providers, including doctors, are often unable to commu- 
nicate with men, according to our interview findings. As a result, they cannot 
disseminate information about condoms among men. Lack of communication 
between spouses also leads to incorrect use and method failure, which, again, 
creates a distrust of the method. 
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During the past few years, there has been an extensive debate in India 
about the acceptability of hormonal methods of contraception. Indian feminist 
organizations are opposed to the use of both Depo-Provera and Norplant, as 
they are to any technology that might be considered a provider-controlled 
method of birth control. Their fears are justified in light of the inadequacies of 
India’s family planning program. However, many social scientists and admin- 
istrators—our interviewees among them—feel that feminists do not really rep- 
resent the people whose interests they claim to be protecting, and that Indian 
women need better methods of contraception than are presently offered 
through the family planning program. Unfortunately, the dialogue between the 
feminists and mainstream social scientists is often unproductive. Several well- 
conducted studies on the demand for, acceptability of, and side effects of hor- 
monal contraception are certainly warranted. 

Incentives. Cash incentives were given to acceptors of sterilization opera- 
tions almost from the beginning of the program in the late 1950s, primarily to 
compensate for loss of wages. The amount of incentive money changed from 
time to time, and additional gifts in kind were also given occasionally. The gifts 
differed from place to place, depended mostly on local support, and were not 
part of the centrally financed scheme. The payment of incentive money was 
later extended to IUD acceptors and to motivators. 

People considered incentives as a reward given by the government for 
accepting contraception and helping the country to solve its problem of high 
population growth. Motivators and field workers used the incentives to lure 
people from the poorer sections of society to accept contraception, usually 
without giving them enough information to understand the full implications of 
their decisions. Incentives have also generated corrupt practices, with the mo- 
tivators sometimes pocketing the incentive money if the client was ignorant. 
Government employees have also been accused of taking part of clients’ incen- 
tive money and saying that they had spent it on medicine for the clients. On 
the other hand, because of the frequently changing rules regarding incentive 
payments, field workers have complained that they have to pay partly from 
their own salary to add to the officially prescribed incentive in order to fulfill their 
targets, although the frequency of such contributions could not be established. 

Three of the 18 respondents (service providers) said that the incentive 
money does not help the program because, they believe, the clients neither 
understand its compensatory nature nor are motivated to accept contraception 
just for this money. If no incentive money is paid, these respondents main- 
tained, the program would continue to run as it did before. Three other respon- 
dents, also service providers, supported the payment of incentive money in its 
present form. They argued that for poor acceptors, even a small incentive 
means a lot, as it can be used to buy several days’ worth of food. If the pay- 
ment is stopped altogether, they said, people will not participate in the pro- 
gram, which would be more disastrous than the continued burden on the 
government exchequer. 
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Targets. Annual fixed targets for all methods, imposed from the top 
down, are set for family planning workers at all levels, and their performance 
is judged in terms of the fulfillment of the target. The pressure to achieve the 
targets starts at the top and works its way down to the field worker, who ulti- 
mately bears the brunt of the challenge. No excuses are accepted when targets 
are not achieved, and punitive action is taken in the form of salary freezes. This 
approach was most severe during the emergency period. Although the pres- 
sure has eased, the emphasis on target achievement remains. 

Among our interviewees, eight service providers said that targets in the 
present form are very much needed. For each service provider, they said, the 
targets give a clear idea of how much work is to be done within a year. They 
also give an easy, uniform, and unambiguous standard against which program 
and performance monitoring can be measured. 

Three respondents opposed the use of targets in their present form, saying 
that they put unnecessary pressure on service providers and detract from op- 
timum achievement. They also said that targets do not give an adequate assess- 
ment of program achievement. Rather, what should be monitored is the change 
in people’s attitudes, not the number of operations performed. 

There was extensive criticism of the method by which the targets are fixed. 
A majority held that although the targets for terminal methods and even IUDs 
are needed, they are unnecessary for reversible methods. The procedure for 
documenting target achievement of spacing methods is too cumbersome for use in 
the field, and therefore the reported achievement of such targets is unreliable. 

The present method of basing targets on the size of the population, said 
the respondents, does not make sense; targets should be based instead on the 
number of eligible couples in the area. In addition, target expectations of family 
planning workers are unrealistic: instead of being expected to fulfill 100 per- 
cent of the target, they should be given a range, with a minimum acceptable 
goal. Finally, the targets should incorporate other components that are better 
qualitative indicators, such as median age, parity, number of births in an area 
within a year, and the percentage of antenatal and postnatal cases attended by 
field workers. 

Information, Education, and Communication. The respondents unanimously 
agreed that IEC activities have contributed to an increased awareness that both 
the size and the growth rate of India’s population exceed the ideal and that the 
growth rate needs to be reduced. People now openly discuss overpopulation as 
a major problem; a few decades ago this was not the case. But the respondents’ 
views on IEC depended mostly on their association with the program. Some 
respondents criticized the program’s IEC activities for being planned and 
implemented in a dictatorial manner: people were instructed about the popu- 
lation problem and almost ordered to adopt contraception. Respondents also 
found it problematic that the mass media are emphasized over interpersonal 
communication for conveying such sensitive information. Finally, respondents 
observed that, since the output of IEC efforts is difficult to measure, family 

planning personnel often do not bother to do any work in this area. 
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An extreme view was that IEC is neither useful nor necessary. The most 
critical of the respondents said that motivation work is done by the service 
providers only, and that the program can run without IEC. This respondent 
added that the most important activity is to empower women, and that IEC is 
useless for that purpose. 

It was suggested that in-depth research is necessary to develop IEC pro- 
grams that improve people’s understanding of the problem directly, in the con- 
text of local situations and languages, with a greater reliance on interpersonal 
communication. The respondents also said that the program should be more 
participatory, engaging couples and/or women in a discussion about their 
preferences regarding the timing of childbearing, and that children should be 
included in IEC activities as soon as they are old enough to understand the 
issues. Finally, respondents said, the effectiveness of IEC would increase with 
greater efforts at improving literacy and eradicating poverty. 

Quality of Care. Since most of the people interviewed had a long associa- 
tion with the program, they tended to favor a quantitative approach to family 
planning acceptance. Twelve of the 18 respondents commented on the issue of 
quality of care; the consensus was that in general the quality of the services 
provided through the government outlets is quite low. Services are not ad- 
equately supported by preliminary research, and follow-up—including treat- 
ment for complications—is poor. 

In the respondents’ view, auxiliary nurse-midwives are partly responsible 
for the low quality of care, because they do not work efficiently, do not visit the 
field often enough, and do not conduct check-ups of the clients. The structure 
of the program also contributes to the problem. Since the numerical indicators 
of performance receive more attention than qualitative indicators, even doctors 
overlook such basic precautions as proper sterilization of medical instruments. 
One of the doctors told about operations that had to be performed in vehicles, 
and argued that if all service norms were adhered to, no operation would ever 
be done. The poor infrastructure is also seen in the fact that electricity genera- 
tors are not available even in the primary health centers, which means there is no 
back-up in the event of a power failure during an operation. Finally, most of the 
subcenters do not have delivery tables, and babies are delivered on the floor. 

Inadequate care was also blamed on the lack of roads and public transport 
facilities to contact clients in remote rural areas. 

Personnel. The success of the family welfare program depends to a large 
extent on both the quality and quantity of the personnel. The field-level service 
providers and the medical officers play a more significant role than other gov- 
ernment functionaries or teachers. 

Recent medical graduates are frequently posted in primary health centers. 
They are used to an urban lifestyle and often find it difficult to adjust to the 
lack of basic amenities such as running water, drainage, transportation, and 
decent housing when it is not provided by the government. The prospects for 

promotion are limited. Nonetheless, most of the doctors who are assigned to 
family welfare work have a lighter load than other doctors, according to the 
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people we interviewed—partly because they are paid by the central govern- 
ment and nobody bothers to check their work. Many doctors prefer to live or 
work in an urban location, and they try to get posted at places that have better 
facilities than the primary health centers. Thus, when a post becomes vacant in 
a primary health centers, it is very difficult to fill it because most doctors pre- 
fer to work elsewhere. 

Doctors do not receive any training in administration and. accounting— 
skills that are needed in a primary health center—and they are generally ill 
equipped to handle such responsibilities. But mistakes in these two areas re- 
flect badly on their careers; as a result, they often become obsessed with ad- 
ministrative and accounting problems, and they neglect high-quality service 
delivery. Doctors in private practice neglect the program goals and standards 
to an even greater extent because they are not employed by the government. 

Some of the respondents proposed that a medical professional need not 
head a primary health center. The task can be assigned to a social worker or a 
public health professional, who is better qualified to attend to the preventive 
aspects of health care. The problem is that there is an acute paucity of public 
health professionals in India. 

Like physicians, most health workers are recent graduates. Most are also 
women; not many men want the job because of its low ranking as an occupa- 
tion. Both male and female health workers are criticized for their lack of com- 
mitment and for neglecting their duties. However, they also face difficult 
problems at the subcenters, which often lack adequate facilities. In addition, 
they usually have family responsibilities that require them to stay at home and 
commute to work, rather than staying in the quarters at the subcenter, as they 
are required to do in an emergency. Transportation to the subcenters is unreli- 
able and slow, so the field workers spend only minimal amounts of time there. 
They spend much time and effort getting a favorable posting and retain it once 
they do so. 

The field workers tend to be uncomfortable in the villages; as young out- 
siders, they run a high risk of molestation and sexual abuse by some villagers. 
They are also responsible for fulfilling targets, and they face rebukes and hu- 
miliation from their superiors when targets are not met. On the other hand, 
once they are confirmed in the job, they cannot be removed from it. The result 
is a certain complacency, neglect of work, irregular visits or follow-up in the 
field, and a lower quality of services. Sometimes, clients are advised to come to 
the subcenter in place of the prescribed home visits. 

Nongovernmental Organizations. Only four persons commented about the 
work nongovernmental organizations could do and their future role. One of 
these respondents worked in an NGO, so the comments may be biased. Two 
respondents held that NGOs work in a limited area, which in turn limits their 
effectiveness. Most of the NGOs do the work, some interviewees said, because 
they want to get the money from the government or from international agen- 
cies. These respondents believe that NGOs get far more publicity than the gov- 
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ernment departments for even small amounts of work, while the government 
departments get all the criticism. If the NGOs are allowed to participate more 
intensely in the program, they said, it will only reduce the effectiveness and the 
prestige of the government sector. One respondent commented that the NGO 
contribution is restricted by the requirement to follow the government’s pro- 
gram guidelines, which allows them no flexibility in their work. 

Transport. Each subcenter and primary health center is supposed to cater 
to a limited population, but that population is often scattered over a wide area. 
Clients are not always able to come to the centers, and service providers have 
to contact people in their homes. The field workers’ duties include maintaining 
contact with the population in the area assigned to them, but they often cannot 
cover the whole area on foot. The provision of vehicles would increase their 
mobility and outreach. In a state such as Madhya Pradesh, however, a large 
number of villages and hamlets do not have any link roads or they have only 
fair-weather roads, which become nonfunctional during the rainy season 
(which lasts up to three or four months). The provision of services becomes dif- 
ficult during this period. 


Conclusion 

The interviews and related discussions described above underline the limited 
dialogue between program functionaries and policymakers as well as the ri- 
gidities of the Indian administrative system. Often, the respondents considered 
their opinions to be unquestionable truths and did not want to study the evi- 
dence or ascertain the facts. There also appeared to be distrust and suspicion 
about the motivations of potential collaborators, and few seemed willing to 
trust or work with different people or agencies. 

The problems discussed above are not insuperable, however. Social scien- 
tists need to contribute to the family planning program’s success by conducting 
competent research and offering dispassionate analysis of various dimensions 
of the problems encountered to date. 


FOCUS GROUP INTERVIEWS WITH WORKERS AT THE 
GRASSROOTS LEVEL 


The senior functionaries involved in India’s development activities are gener- 
ally unwilling to discuss implementation problems with workers at the grass- 
roots level. This widespread unwillingness to communicate becomes a serious 
barrier to achieving the goals of social and economic development, and renders 
policymaking a high-level exercise in which some of the crucial actors do not 
become active participants. To understand the problems of the field workers 
and their perspective on the issues of population policy, we conducted two 
focus group discussions with workers from two primary health centers and 
from nongovernmental organizations in and around Ahmedabad city in 
Gujarat. A total of 17 workers in selected rural primary health centers partici- 
pated in the focus groups during July and August 1994. 
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To obtain a comparative perspective on the responses of rural workers, a 
meeting was arranged with 31 field workers and 14 medical officers from 19 
family planning centers run by volunteer or nongovernmental organizations in 
Ahmedabad. Ahmedabad was selected partly on the ground that as the major 
metropolitan city of Gujarat state, it would probably represent the best condi- 
tions in the state. Also, the NGO-run family planning centers were expected to 
provide the best possible picture. The deficiencies in other centers or clinics 
were expected to be more serious. 

In one primary health center, five female health workers, one lady health 
supervisor, and three auxiliary nurse-midwives, ranging in age from 26 to 51 
years, with work experience from one to 28 years, participated in the discus- 
sion. The minimum educational level was eighth standard (the equivalent of 
eighth grade in the United States) and the highest was the second year of B.A. 
(equivalent to two years in a four-year college program in the United States). 
Four participants were Hindus, four were Christians, and one was Muslim. All 
field work is done on foot. Each auxiliary nurse-midwife/female health worker 
is responsible for three villages at the most. The lady health supervisor has to 
cover all seven subcenters that operate under the primary health center. 

At the second primary health center, one lady health supervisor, one fe- 
male health worker, two auxiliary nurse-midwives, and four male multipurpose 
health workers participated in the focus group. The workers’ ages ranged from 28 
years to 57 years, and their educational level ranged from eighth standard to sec- 
ondary school certificate, which is given upon the successful completion of ten 
years of schooling. Seven were Hindus and one was Christian. Their work experi- 
ence ranged from nine to 30 years. 

Before beginning the focus group discussions, we tried to ascertain from the 
participants their perception of the three major problems faced by India, in the 
order of their importance. The participants agreed unanimously that India’s large 
population size was a major problem. A majority (11 out of 17) considered it the 
most serious problem; the rest gave it the second or third rank. Unemployment, 
illiteracy, inflation, and poverty were the other common problems mentioned. The 
important points that came up during the discussions on various aspects of fam- 
ily planning program implementation in the field are discussed below. 


Approaches for Establishing Contact with the Community 


The program structure makes it easy for health workers to establish contact 
with the community. The health worker normally makes an initial visit to the 
field with another primary health center staff member such as the lady health 
supervisor or the midwife (locally called the dai), who is already known in the 
village. The community leaders such as Panchayat members, village revenue of- 
ficers, and teachers are contacted first. Thereafter, these leaders help in intro- 
ducing the health worker to the community. 

During the initial round of house visits (one or two days), the health 
worker makes general inquiries about immunizations and the health status of 
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family members, and advises people to seek help if they need it. Motivation 
work for the acceptance of contraception usually begins during the third or 
fourth visit. Thereafter, fortnightly contact is maintained with each family. A 
continuous watch is kept on the fertility status of women in the eligible couple 
group. Pregnant women and infants are also watched carefully. Also during 
these visits, the health worker takes note of migrants and makes suitable en- 
tries in the records of inmigrants and outmigrants. New inmigrants are con- 
tacted immediately. 

The MPHWs work mostly with men, motivating them to adopt contracep- 
tion. They also collect blood samples for malaria detection. 


Record Maintenance 


The family register, which is updated after every field visit, contains informa- 
tion about the fertility status of all female clients, and the health status of preg- 
nant women, mothers, and children younger than five years of age. In 
addition, separate registers are maintained for family planning, MCH, antena- 
tal care, postnatal care, and so forth. Thus, all client information is recorded in 
at least three different registers. An average of two hours is spent every day on 
record maintenance. The requirement of recording the same information in 
multiple registers is irksome to the field workers, and often their family mem- 
bers have to help them maintain the records. 


Factors in Motivating Couples to Accept Family Planning 


The family planning workers described a number of factors that appear to have 
an impact on their success in motivating couples to accept family planning. 
These factors are described below. 

Literacy. It is easier to motivate those who are literate than those who are 
not. The illiterate population is more skeptical about the benefits of immuniza- 
tion as well as contraception. According to the 1991 Census, 25 percent of rural 
women and 54 percent of urban women were literate. 

Demonstration Effect. The neighborhood example serves as the best mo- 
tivation: it is easier to motivate people if some couples in the neighborhood, be- 
longing to the same social stratum, have adopted contraception and have a 
favorable attitude toward it. 

Pronatalist Effect of Other Welfare Schemes. Benefits from other welfare 
schemes increase with an increase in family size, which means that these other 
welfare schemes appear pronatalist. For example, the larger the family size 
noted on the ration card, the larger the quota of kerosene, food grains, sugar, 
and other commodities that a family receives from the government. In other 
words, the number of persons on a ration card determines the subsidized sup- 
ply of “essential commodities of daily consumption” a family will receive. 
Since education (for children up to the seventh grade) and mid-day meals (for 
children up to age 14) are free, the family’s expenditure on children increases 
only marginally as family size increases. On the other hand, children are the 
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most assured and cheapest source of labor. There are long waiting lines for 
every commodity at the public distribution outlets. Large families can spare 
one member for each line, making it easier to get supplies. 

People’s Attitudes Toward Health and Mortality. The fact that both women’s 
and children’s health deteriorates with many closely spaced pregnancies is of 
no importance in traditional Indian society. A woman’s death is not considered 
particularly detrimental, as a man can marry again and produce a child at any 
age, if needed. 

The death of a child is generally faced with stoicism, as there is always the 
hope of conceiving another. Yet, parents appear to be inherently uncertain 
about their children’s survival chances, which leads to a higher actual fertility 
than desired and encourages childbearing for as long as possible. 

Fears About Vasectomy. Vasectomy acceptance has been hampered by the 
fear of impotence and loss of physical stamina, as well as by men’s unwilling- 
ness to give up their ability to produce children. If a woman is sterilized, on the 
other hand, her husband can always remarry if he wants to have another child. 

Female Sterilization: Risk of Failure and Other Problems. The female work- 
ers reported some problems with female sterilizations as well. First, the failure 
rate for laparoscopy was reported at around 20 percent. One reason for such a 
high failure rate could be that the proper pre-operative check for pregnancy is 
not done. However, as mentioned earlier, because the traditional tubal ligation 
requires an extended hospital stay, laparoscopy is the preferred method in spite 
of its high failure rate. 

It is also widely believed that tubectomy (tubal ligation) eventually leads 
to the need for a hysterectomy, usually after a few years—a view that is propa- 
gated by private practitioners. Whenever a woman goes to a private practitio- 
ner with a gynecological complaint, the doctor asks whether the woman has 
been sterilized. This creates an impression in many women’s minds that steril- 
ization is associated with later gynecological problems. 

Difficulties in Promoting the Use of Condoms. Most workers have found it 
difficult to promote the use of condoms for contraception. As noted earlier, the 
female field workers interact mostly with women, who have difficulty under- 
standing the proper use of condoms or cannot talk to their husbands about it. 
In addition, condoms cannot be distributed openly because most rural women 
do not want to be seen accepting them. These obstacles are magnified by target 
requirements, which lead field workers to record fictitious entries in the registers 
and to dump unused supplies at small kiosks or shops or in the wilderness. 

Most female field workers favor the IUD. All of them can insert it un- 
aided, and they claim that the retention rate is quite high, although no data are 
available to support their claim. 

Intercommunity Differences in Attitudes Toward Contraception. Members of 
some communities—for example, Muslims—shun all talk of contraception, 
largely because of religious objections. Nonetheless, since the family welfare 
program has been active for a long time, Muslims communities, too are aware 
that they have full control over their fertility. Many of them have also realized 
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the benefits of a small family, although they seek contraceptive services co- 
vertly because they fear disapproval from other members of their community. 

The Role of Family History. The norm for ideal family size is largely deter- 
mined by family history: a woman’s wealth and her status in the family de- 
pend upon the number of sons she has, and she is expected to have at least as 
many sons as her mother-in-law has borne. In order to achieve this ideal, 
women become pregnant repeatedly. 

Before accepting any method of contraception, women generally seek the 
opinion of their parents, husband, and in-laws, in that order, and they will 
accept contraception only if these three parties approve. The motivational efforts of 
the health worker are useless if any one of these three groups opposes the idea. 


Administrative Problems Affecting the Health Worker’s Performance 


Our respondents highlighted several problems that affect their performance 
and create an adverse impression of their work. Most of these problems seem 
to reflect the incapacity of the Indian bureaucratic structure to take account of 
the competition and conflicts in rural areas among the functionaries of differ- 
ent departments. 

Differential Capacity of Village Functionaries to Influence People. The family 
planning program has little to offer people compared with the tangible provi- 
sions of other government programs. For example, teachers provide valuable 
education, and talatis (village officials in charge of Land Records) are held in 
high regard because they collect taxes for the cultivation of land, whereas 
health workers generally do not even have medicine for common minor ail- 
ments. The demand for immunization and contraception is often low and has 
to be created. The attitude of most clients toward the family planning worker 
is that they are doing her a favor by accepting her advice because it helps her 
to retain her job. 

Senior Supervisory Officers. Among senior supervisory officers in the fam- 
ily planning program, only the medical officer of the primary health center 
visits the field. The officers at the district and state levels rarely visit the field 
and, as a result, have little first-hand knowledge of what is happening there. At 
district-level meetings, the field workers are treated very badly by senior su- 
pervisory officers. They face continuous reprimands from the district health 
officers for any shortcomings, and they are not allowed to speak about their 
problems. 

A Rigid Approach to Achieving Targets. The program’s structure for target 
achievement is out of step with the realities of rural life. Field workers are ex- 
pected to fulfill the targets, and no explanation is acceptable for any shortfall. 
Such rigid expectations ignore the reality that most rural residents are em- 
ployed in the agricultural sector; the rainy season, which begins in June, is their 
busy period and they cannot spare any time for undergoing a sterilization pro- 
cedure. Once the rainy season ends and the crop is harvested around October- 
November, a festival period follows, along with the wedding season. By 
January, then, the pressure on field workers to fulfill the targets has become in- 
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tense—so much so that in one of our focus group discussions, the older workers 
favored taking an early retirement. At the other site, the younger workers wanted 
to advise the new entrants against accepting an assignment as an ANM. 

Perceived Status Among Village-Level Functionaries. The female health 
workers compare their job responsibilities with those of other village-level gov- 
ernment functionaries such as teachers. Because teachers have more holidays 
and shorter work hours, the health workers consider themselves to be at a rela- 
tive disadvantage. 

The older group of health workers also expressed the view that the intense 
pressure of targets has damaged their prestige in the rural community. The 
younger group, however, said that the villagers give them a great deal of re- 
spect because of the help they provide, and they believed that they enjoy an 
even higher status than teachers. The difference in perceptions about status 
between the younger and older service providers may not be just a conse- 
quence of age, but may be due to the fact that the younger group worked in an 
area of higher socioeconomic status and a higher literacy rate. 


Suggestions for Improving Program Operations 


The field workers offered the following suggestions to improve the functioning 
of the program: 

— District- and higher-level officers should visit the field periodically to 
gain an understanding of the field workers’ problems and to help motivate the 
people to adopt family planning. 

— Removing targets may cause some reduction in contraceptive preva- 
lence but it will also remove the heavy pressure of target achievement. Other 
measures of program achievement, such as the number of births in a subcenter 
area within a year and the range of services provided by field workers, could 
be used to evaluate performance. 

— Eliminate the payment of incentives. Family planning workers believe 
that while this may have a negative effect on the program at first, contraceptive 
acceptance will pick up after a year or two. 

— A gynecologist should visit the primary health center on a weekly ba- 
sis. Such visits will go a long way toward reducing reproductive tract prob- 
lems; if these problems are treated, contraceptive acceptance will increase. 

— The functionaries of all government departments—not just the family 
planning program—should be involved in motivation work. 

— The success of the program depends on a strengthened effort to im- 
prove literacy nationwide, particularly in rural areas. 

— Field workers spend a considerable part of their training in hospitals, 
which are much better equipped than the primary health centers and the 
subcenters. A longer period of training in the field would be more helpful than 
extended hospital training, at least as a short-term solution. 

— IEC activities should be directed at husbands and other influential 
family members, such as mothers-in-law, not just at women. 

— Facilities for the treatment of infertility should be made available. 
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The Role of Nongovernmental Organizations 


In the wake of the Program of Action adopted at the Cairo conference, some 
effort seems to have been made to increase the dialogue between the govern- 
ment and nongovernmental organizations. The task is certainly difficult, with 
widespread mutual distrust, misunderstandings, and impatience. However, in 
view of the paucity of financial resources to expand the public sector, greater 
reliance on nongovernmental agencies is both essential and unavoidable. 

Our discussions with the nongovernmental organizations involved in fam- 
ily planning activities revealed a wide gap between the existing situation and 
the potential for NGO involvement. The NGOs unanimously voiced their con- 
cern that the government did not trust them and did not discriminate between 
dedicated NGO workers and those who are only interested in the government 
funds provided to the NGOs for setting up facilities or clinics to promote fam- 
ily planning. The “norms” of assistance (government grants to NGOs) had 
been fixed almost two decades ago, in the 1960s—70s, and have not been re- 
vised to take account of inflation. The delays in the disbursement of funds from 
the government to the NGOs and the bureaucratic procedures for disburse- 
ment have aggravated the problems associated with providing family planning 
services. As a result, only the NGOs with access to foreign funds can afford to 
continue to deliver high-quality services. 

The NGOs have continued their activities in spite of the government's lack 
of support because they believe in working to improve the health and welfare 
of the poor. If the government is serious about encouraging NGO participation 
in promoting family planning, it must accept them as equal partners and com- 
pensate them fairly. 


Conclusion 


The focus group discussions indicate the possibility of a very useful dialogue 
between the grassroots family planning workers and the NGOs on the one 
hand, and the senior supervisory staff and policymakers on the other. Al- 
though the focus group discussions covered only one state, the grievances, 
frustrations, and suggested solutions are more or less the same all over the 
country, as has been confirmed in several forums. The critical question is 
whether the government is seriously interested in revising its approach to the 
family planning program. 


PARALLELS BETWEEN POPULATION POLICY AND OTHER AREAS 
OF SOCIAL ENGINEERING 


Various constraints on India’s efforts to lower the rate of growth and to restrain 
the size of population have had a strong parallel in other fields of social engi- 
neering. An excellent parallel can be drawn with the program to promote uni- 
versal literacy and education. 

At the time of India’s independence in 1947, literacy rates showed marked 
differences by gender and rural-urban residence. The Founding Fathers aimed 
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to change this situation by making it a part of the Directive Principles of State 
Policy, specified in the Constitution, to ensure “free and compulsory primary 
education for all children up to the age of 14,” within 10 years, that is, by 1980. 
However, actual progress has been much slower and even in 1993-94, the per- 
centage of rural children aged 10-14 attending school was 76 and 56 percent 
among boys and girls, respectively. The corresponding figures for urban areas 
were 87 and 82 percent. The rural literacy rates among persons aged 15 and 
over were 59 and 29 percent among males and females, respectively, while the 
corresponding figures for urban areas were 84 and 64 percent, respectively 
(NSSO 1997, pp. A67-72). 

As in the case of the birth rate of 25, the target years for attaining univer- 
sal school attendance have successively been revised to a future year, some five 
to ten years later. Besides, like the service statistics about the acceptors of re- 
versible methods of contraception, the school attendance data reported by the 
school administrations have suggested much higher school enrollment and at- 
tendance ratios than independent surveys. As in the case of family planning 
program workers, the training and supervision of school teachers and the in- 
frastructure available to them have been grossly inadequate to achieve the task 
entrusted to them. 

Most states of India have enacted legislation to make primary school at- 
tendance compulsory, but it is impossible to implement such laws when the 
number of persons to be punished for violating the law is quite large. Also, the 
financial resources provided for the achievement of literacy and educational 
goals have almost always or in most states been inadequate. The quality of 
education has also deteriorated in the schools run by the government or the 
local self-government bodies. The policymakers often announce programs to 
improve the situation but they remain on paper and do not become a reality. 

In brief, the observed shortcomings of the implementation of population 
policy and the family planning program are shared also by other sectors of so- 
cial engineering or human resource development. 


INDIAN POPULATION POLICY: AN APPRAISAL 


In reflecting on the impact of the Indian population policy, one is struck by 
both its successes and failures. Among the major successes must be mentioned 
the nearly universal diffusion of the message of family planning and awareness 
of the feasibility of family limitation through human intervention. Also remark- 
able is the decline in fertility that has occurred in 12 out of the 17 more popu- 
lous states of the country, which account for about two-thirds of the country’s 
population, and which have moved more than halfway toward the replace- 
ment level of fertility, or a TFR of 2.1. The national TFR has declined from 
about 6.0 in the early 1950s to 3.5 in 1994; the decline in urban India, with a 
population of nearly 260 million, has been faster, falling from 6.0 to 2.7 over the 
same period. Evidence on these welcome changes is based on generally impec- 
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cable statistics available from the Sample Registration System and a large Na- 
tional Family Health Survey conducted during 1992-93. 

Among the failures of the Indian population policy must be listed the fact 
that compared to its northern neighbor, China, the IMR is higher and life ex- 
pectancy is lower. The IMR for India in 1993-95 was 74 per 1,000, compared 
with a rate below 40 in China. Life expectancy at birth in India stood at 59 
years during 1989-93, compared with nearly 70 years in China. The contracep- 
tive prevalence rate in India was estimated at about 40 percent during 1992-93, 
whereas the corresponding estimate for China exceeds 75 percent. 

More importantly, the proportion of babies delivered by a trained person 
or in an institution was no more than 50 percent in 1994. Low-birthweight babies 
accounted for more than 25 percent of the total, and India’s long-pursued goal of 
integrating family planning with the health care system has yet to be achieved. 

Of course, the drop in the birth rate as a result of fertility decline has been 
largely offset by the drop in the death rate; thus the annual rate of population 
growth has not declined significantly and remains around 1.9 percent. As 
noted above, a key achievement of the Indian family planning program has 
been to help avoid a rise in the growth rate above 2.2 percent, such as occurred 
in several countries in Africa and Latin America. Even in China, the peak 
growth rate during the early 1970s was placed at 2.8 percent. 

To understand various criticisms of the family planning program, we must 
clearly state our position with respect to the design and strategy of the pro- 
gram, its implementation, the quality of advice received by policymakers, and in 
turn the nature of the advice offered by policymakers to program functionaries. 


Design of the Program 


The design of the Family Planning Program in terms of its emphasis on the 
promotion of MCH was logical and focused on strengthening the credibility of 
the health staff among the population. Its emphasis on lowering the level of 
mortality was also fully justified. Unfortunately, overestimation of the success 
in raising life expectancy at birth during the 1950s probably produced a false 
sense of complacency and delayed the introduction of universal immunization 
in India until the early 1970s. 

In another respect, however, the design was deficient because of its inad- 
equate recognition of the difficulties involved in the delivery of services to a 
population scattered over more than 600,000 villages and nearly a million habi- 
tations or hamlet groups, over two-thirds of which had fewer than 1,000 per- 
sons in 1991. The primary health centers and subcenters necessarily have to be 
located in relatively larger villages, and the poor infrastructure of transport and 
communications limits the outreach of health functionaries. 


Monitoring System 


The Family Planning Program was to be monitored without a sound data base 
on the level of fertility and mortality in different parts of the country, such as 
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would be available from a system of complete vital registration. In the 1960s, a 
Sample Registration System was indeed designed to provide state-level esti- 
mates of the level of fertility and mortality, but its inadequate funding meant 
significant delays in the availability of estimates. The alternative of monthly 
service statistics, a monitoring of the number of acceptors of different methods 
of contraception, further complicated the effective evaluation of the program. 
The failure to achieve the centrally prescribed goals was masked by reporting 
numbers that did not match the realities. In the process, one of the major pre- 
mises of the program, namely providing a variety of contraceptive methods, 
was abandoned in favor of maintaining a distorted reporting system. 


Overly Optimistic Goals 


The overly optimistic targets have also damaged the credibility of the program 
among functionaries and policymakers. The inherent difficulties of promoting 
a major program of social engineering without simultaneous progress in the 
areas of health and education as well as infrastructure, transport, and commu- 
nications were sadly overlooked. In addition, while in theory the program was 
not to suffer for want of financial resources, the annual allocations of funds 
have fallen far short of the requirements. As a result, the program functionar- 
les are given a virtually impossible task, to be achieved with inadequate sup- 
port in terms of both hardware and software. 


The Role of the International Community 


Any assessment of India’s population policies must take account of the role 
played by international agencies, particularly the United Nations and the 
Population Council, in the training of professionals who are competent to ana- 
lyze population-related issues (Zachariah 1996). 

The United Nations contributed to the training of Indian population scien- 
tists at the erstwhile Demographic Training and Research Centre in Bombay 
beginning in 1956. The Population Council made a similar contribution through its 
fellowships program, which enabled aspiring scholars to pursue studies lead- 
ing to the doctoral degree and also assisted with midcareer training. 

India’s limited library budgets restrict the potential for the cross-fertiliza- 
tion of ideas through the exchange of literature. Only United Nations publica- 
tions, which are supplied free to a few institutions, the journals distributed free 
of charge by the Population Council, and, to a limited extent, the meetings and 
conferences organized by the International Union for the Scientific Study of 
Population continue to provide avenues for the exchange of information and 
ideas. 

The problems are compounded by the fact that the Indian legal system has 
made it virtually impossible to terminate the services of an employee in the 
public sector establishments after the initial period of 8 months to a year. The 
personnel working in a difficult area generally regard their assignments as 
punishment postings; and as a result, the interregional differences in perfor- 
mance or achievements do not narrow over time. 
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India’s Mistrust of the International Community 


India’s reluctance to deal with the international community has been com- 
pounded by occasional xenophobia within policymaking circles, particularly in 
the 1970s. Surprisingly, the key decisionmakers were not interested in bringing 
international experience and expertise into the country, even as they continued 
to send Indian experts abroad to advise other countries or to work in interna- 
tional organizations. Routine data, such as monthly statistics on acceptors of 
different family planning methods, were kept confidential, as were the data 
collected in several baseline surveys conducted in various parts of the country. 
India was one of the few countries that did not participate in the World Fertil- 
ity Survey program in the 1970s and 1980s. As a result, India’s demographic 
data were not as solid as they could have been, and the channels of communi- 
cation between Indian population professionals and the international commu- 
nity became constricted. India’s policymakers have sometimes employed 
radical rhetoric, claiming that the rich diversity of people and cultures within In- 
dia precludes the need for a dialogue with the international community and pro- 
vides all the information needed to improve the country’s policies and programs. 

According to Zachariah (1996), India has “in several cases . . . been slow in 
recognizing . .. mistakes and taking corrective actions. . . . One basic reason for 
the slow response and delayed corrections [was] the lack of openness in the 
central as well as the state governments and their reluctance to [undergo] an 
independent evaluation of government programs.” Less sensitivity to possible 
criticisms from within India and abroad would have gone a long way toward 
the development of “more effective policies and programs to deal with rapid 
population growth.” This point is still not adequately appreciated in Indian 
policymaking circles. 


Mobilization of External Funds for the Reproductive and 
Child Health Program 


The government of India has recently attempted to shift its FP program ap- 
proach away from method-specific targets and to increase its emphasis on re- 
productive and child health. In order to achieve the goal of ensuring the proper 
delivery of reproductive health services, the government is seeking about 
US$1.2 billion from the international donor community, including the Interna- 
tional Development Association (the “soft loan arm” of the World Bank 
group), the European Community, the UNFPA, UNICEF, and other bilateral 
donors. If the amount is secured and spent over the next Five-Year Plan period 
(1997-2002), it would be a valuable supplement to the limited national re- 
sources available for any innovative program. Assuming an average exchange 
rate of Rs. 50 per US$1.00, the external assistance that India seeks is Rs. 60 bil- 
lion.> However, given the fact that, by 2001, the total population of India is 
likely to exceed one billion, the per capita amount will be no more than Rs. 12 per 
year. Also, relative to the national expenditures for personnel and other needs, 
external assistance will probably continue to cover a small part—probably no more 
than one-fourth—of the government's total expenses for the RCH program. 
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The World Bank has already approved a project for 250 million dollars 
and a second project of a similar magnitude is in the pipeline. The European 
Community has also approved another project worth 250 million dollars. The 
UNFPA has agreed to provide 100 million dollars over a five-year period. Add- 
ing to these numbers the contributions by bilateral donors such as the SIDA, 
NORAD, etc., the total will certainly exceed 1.0 billion dollars. 


The Road Ahead 


The Indian population policy is presently at a crossroads. As of April 1996, the 
method-specific targets that had been prescribed by the central government to 
the country’s more than 150,000 female health workers have been abolished. 
This move was unanticipated. Beginning April 1, 1995, method-specific targets 
(or targets about the number of users of different methods of contraception to 
be recruited by each health functionary) were removed from only one or two 
districts in each major state and their performance under the target-free situa- 
tion was to be assessed. However, the policy underwent a drastic change with- 
out any careful assessment of the experience in the target-free districts. It is 
difficult to identify the precise reasons. The implementation of method-specific 
targets for each provider and the monitoring of their performance in terms of 
achievement of these targets led to an over-emphasis on sterilization and over- 
reporting and wastage of reversible methods (see Jain 1989; Visaria, Visaria, 
and Jain 1995). The cumulative evidence of widespread manipulation of the 
performance indicators relating to the acceptance of reversible methods of con- 
traception even in states considered to be “relatively well-administered” must 
have bothered the senior policymakers. The Planning Commission was cer- 
tainly persuaded about the unreliability of service statistics being collected and 
supplied by the Department of Family Welfare. The targets appeared unneces- 
sary in states such as Kerala and Tamil Nadu, where fertility has declined to 
near or below replacement level. The possibility of external assistance from the 
World Bank and other donor agencies to improve the basic infrastructure of 
health services might have helped the shift in policy, although by early 1996, 
the foreign exchange reserves of India were large enough to limit the need to 
alter specific policies for extraneous reasons. 

Under the new policy, the targets are to be fixed at the grassroots level, by 
the health workers in the light of the local performance and felt needs of the 
people. Such a decentralization was consistent also with the general direction 
of the governmental policy to strengthen the effective functioning of adminis- 
trative units below the state levels (called districts). However, the implementa- 
tion of the policy of decentralized target-setting has proven difficult. In fact, in 
early 1998, the policy has been renamed as a “community needs assessment 
approach” rather than the “target-free approach.” 

As the reported levels of acceptance of family planning have shown a 
considerable drop after the relaxation of the pressure implied by targets, the so- 
called target-free population policy has come in for extensive criticism. During 
a special session of Parliament, called in August 1997 to assess the performance 
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of India over the previous 50 years, the need to control the size as well as the 
rate of growth of population was stressed by members of several political par- 
ties. Against this background, an influential member of the Parliament argued 
that “the program is being closed down if you do not set up targets.” The ad- 
vocates of the target-free population policy have been somewhat on the defen- 
sive and have argued that they were not against broad overall goals of 
lowering fertility and the rate of growth of population, but India does not have 
the capacity to formulate targets about the number of contraceptors or the pre- 
cise population size at the village, town, or sub-district level. 

The recent policy shift has taken place against a background of a signifi- 
cant decline in fertility. It is unlikely that the shifts in the preferences and repro- 
ductive behavior of the people over the past few years, evidenced by their 
changing fertility patterns, are temporary. In addition, the program’s new 
emphasis on reproductive health holds the promise of improving the quality of 
family planning services and improved services will, in turn, raise the credibil- 
ity and therefore the effectiveness of rural health workers. The willingness of 
the World Bank and other donors to provide substantial sums of money for the 
implementation of a population policy centered on reproductive health is also 
expected to help change policymakers’ approach to population-related issues. 

Some policymakers worry that the elimination of targets will lower the 
motivation of female health workers to promote contraceptive adoption and 
that the fertility decline will slow down as a result. Some policymakers also be- 
lieve that the new system does not incorporate any effective way to evaluate 
worker performance. Therefore, they have prescribed an elaborate system re- 
quiring workers at the grassroots level to draw up activity plans consistent 
with local needs and preferences. However, considerable research is necessary 
to pre-test, improve, and refine this new system, and to orient it to India’s long- 
term goals of promoting the welfare of its population and attaining a replace- 
ment level of fertility as soon as possible. 

To improve the formulation and monitoring of the population policy, the 
data base and the research capacity for sound analysis need to be strengthened. 
Social scientists with multidisciplinary interests must be trained, and a well- 
coordinated effort is required to improve the training of public officials likely 
to participate in social-sector policies. Compulsory registration of all births and 
deaths, which is to be pursued during the Ninth Plan with the help of the In- 
tegrated Child Development Services program, will help to create an important 
building block for decentralized decisionmaking aimed at India’s long-term 
goals in population, health, development, and family planning. 


Notes 


1. K. Srinivasan, “Family planning is ures: Demographic status quo?” The analyst 
a dismal failure,” The Sunday Observer (Bom- alleged the “net undercount” in the 1991 
bay), 31 March-6 April 1991. An unsigned Census would have been “at least double of 
article in the Financial Express of 26 March _ the 1981 rate” because of (a) rapid urbaniza- 
1991 was entitled “Provisional Census fig- tion during 1981-91 and (b) “the increasing 
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dissatisfaction” among the roughly 1.6 mil- 
lion enumerators, who are paid a paltry 
honorarium. The phrase “demographic iner- 
tia” was used in a discussion on Indian tele- 
vision around the same time. The Economic 
Times of 2 April 1991 carried a report by the 
United News of India, which cited Ashish 
Bose as saying that “the family welfare de- 
partment should be wound up as it has 
failed to bring down the population growth 
rate,” and that the 1991 Census figures had 
revealed that the Department of Family Wel- 
fare has failed to deliver the desired results. 
These allegations and reports reflect some 
unfortunate errors of judgment rather than 
the facts of the situation. 


2. According to United Nations esti- 
mates, the total fertility rate (TFR) in Indo- 
nesia ranged between 5.5 and 5.7 during 
1950-70, but declined to 3.3 during 1985-90. 
The TFR in India had declined from 6.0 dur- 
ing 1950-55 to 4.1 during 1985-90. For 1990- 
95 the UN estimates of the TFR in India and 
Indonesia were 3.8 and 2.9, respectively 
(United Nations 1994: 123-128). However, 
according to data based on the Sample Reg- 
istration System and confirmed by the Na- 
tional Family Health Survey, the fertility 
level in India seems to have declined faster 
than estimated by the UN; the TFR during 
1990-92 is placed at 3.7 (Visaria and Visaria 
1995). Further, several states of India, with a 
total population of 231 million, had a TFR of 
3.0 or less. Three other states, with a total 
population of 70 million in 1991, had a TFR 
of 3.1. According to the World Bank’s Devel- 
opment Indicators, the contraceptive preva- 
lence rate during 1988-93 was 43 and 50 
percent of couples of reproductive age in In- 
dia and Indonesia respectively (World Bank 
1995: 212-223). 


3. The interviews did not follow a 
fixed schedule or questionnaire; our empha- 
sis was on a dialogue in which the re- 
sponses could be probed. A Question Bank 
was prepared as a basic guide for the inter- 
views, and the questions covered some im- 
portant broad themes. For each theme, 
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several alternative questions were listed 
and the one most suitable for the occasion 
was finally used. 


4. Today, the term “prime minis- 
ter” applies to the head of the central gov- 
ernment. The head of a state government 
is called “chief minister.” 


5. See Shah (1949): 77-78, 81, 173- 
174. Rather surprisingly, the subject of 
abortion was not discussed in India sub- 
sequently until the 1960s. On the other 
hand, eugenic sterilization continued to be 
pursued repeatedly in the Parliament as a 
private member’s bill introduced by some 
women members (notably, Ms. Shakuntala 
Paranjape of Poona). The ambivalent atti- 
tude of Mahatma Gandhi on the subject of 
contraception was reflected in his contra- 
dictory statements on the issue. In 1925 he 
wrote that “there can be no two opinions 
about the necessity of birth control. But 
the only method handed down from ages 
past is self-control.” He also argued that 
with land reform, better agriculture, and 
industry, India would be capable of sup- 
porting twice the population it had in 
1925. A decade later, he remarked during 
a conversation that he believed in “no 
children.” In 1946, he expressed his oppo- 
sition to the “propagation of the race 
rabbitwise” but considered the use of “ar- 
tificial methods [of fertility regulation] ...a 
calamity of the first grade.” See Gandhi 
(1947): 37, 44, 200, and 175-176. Gandhi was 
influenced in part by books about the alleged 
adverse effects of “artificial” contraception 
on the population of France and other Euro- 
pean countries. 


6. Little is known about the delib- 
erations of the Population Policy Commit- 
tee. Yet, the issue noted in the text is 
mentioned in Jawaharlal Nehru’s letter no. 
4354-PM (10 September 1952), addressed to 
the Minister for Planning, Mr. Gulzari Lal 
Nanda. The letter has become available 
through the courtesy of Col. B. L. Raina, 
who was Director of Family Planning in the 
Government of India during 1962-63. 
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7. The Ministry of Health was re- 
named the Ministry of Health and Family 
Planning in 1966 and the Ministry of Health 
and Family Welfare in 1977. 


8. The report of the Notestein mis- 
sion is available in the library of the Office 
of Population Research at Princeton Univer- 
sity. Col. B. L. Raina mentions, in his discus- 
sion of the mission’s recommendations, 
items regarding the establishment of a De- 
mographic Training and Research Center, 
the central family planning board, and the 
introduction of foam tablets in the program. 
He does not, however, refer to Notestein’s 
views on the question of clinics. See Raina 
(1988): 35-37. 


9. Letter no. 5-9/66.P&E, dated 25 
May 1966, sent by the Department of Family 
Planning to all state governments and union 
territories said: “[A]s a part of plan to 
reorganise and intensify the family planning 
program, it has been decided to give it a tar- 
get orientation and to ensure that every pos- 
sible effort is made to achieve the target. This 
would also be helpful in assessing results of 
the program. Keeping in mind the aimed ob- 
jective of reducing the birth rate from 40 to 25 
per thousand by 1975, certain broad norms 
for the use of different methods of birth con- 
trol have been worked out....” See Town- 
send and Khan (1993): 1. 


10. After the 1961 Census, the census 
actuary estimated life expectancy at birth in 
India during 1951-60 to be 41 years; 41.9 
years for males and 40.6 years for females. 
See Census of India, n.d. The implicit esti- 
mate of an increase in the average length of 
life by 9 years over a decade was a result of 
the assumption that the National Sample 
Survey (NSS) estimate of infant mortality 
during 1957-58 was valid for the country as 
a whole for the years 1950-59. There is con- 
siderable evidence that surveys tend to un- 
derestimate the level of infant and child 
mortality and that the true levels are much 
higher. The official data continued to show 
that infant mortality in India during the 
mid-1950s was 146 per 1,000 (the figure re- 
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ported by the National Sample Survey for 
1957-59). As a result, the progress achieved by 
India in lowering the infant mortality rate 
over the past 50 years is grossly understated. 
According to alternative estimates, the infant 
mortality rate in India during the late 1940s 
was around 225—and it had declined to 175 
by 1961, and to 133 by 1975. See Jain and 
Visaria (1988): 28-30, 64. By 1994, the IMR had 
declined to 74 in the country as a whole. 


11. Planning Commission (1966): 346- 
347. This was the first draft of the Fourth 
Plan for the five-year period 1966-71. It was 
followed by a second draft of the Fourth 
Plan for the period 1969-74. 


12. Planning Commission (1969a): 30- 
31. In reality, according to the Sample Regis- 
tration System, the birth rate in 1994— that 
is, two decades beyond the terminal year of 
the final Fourth Plan—was 29 and the death 
rate had declined to a little below 10. The 
rate of natural increase was 1.9 percent. Ac- 
cording to the latest population projections, 
prepared by a Technical Group set up by the 
Planning Commission in 1996, the popula- 
tion of India is likely to exceed one billion 
by March 2001. 


13. See Myrdal (1968): 66, 895-900. In 
these “soft states,” as the South Asian coun- 
tries were described, the level of “social dis- 
cipline” was low, as distinguished from the 
situation in “the western countries at the be- 
ginning of their industrialization.” In South 
Asian countries, “policies decided on are of- 
ten not enforced, if they are enacted at all, or 
the authorities, even when framing policies, 
are reluctant to place obligations on people.” 
Further, “national governments require ex- 
traordinarily little of their citizens. There are 
few obligations to do things in the interest 
of the community or to avoid actions opposed 
to that interest. Even those obligations that do 
exist are enforced inadequately if at all.” 


14. Sanjay Gandhi became a leader of 
the Congress Party, while his mother was 
the Prime Minister as well as the President 
of the party. He did not, however, hold any 
official title or position. 
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15. In June 1967, the Maharashtra 
cabinet recommended (presumably to the 
Government of India) “immediate legal and 
constitutional steps to make vasectomy or 
tubectomy compulsory in the case of all citi- 
zens, irrespectively of caste or creed, who 
have three or more children.” In March 1976, 
the cabinet of Punjab state reportedly ap- 
proved a Population Control Bill, which pro- 
vided for fines and imprisonment for couples 
having more than two children, except when 
both children were of the same sex or when 
one of them was handicapped (The Times of 
India, 25 March 1976). Haryana is also be- 
lieved to have planned similar moves. 


16. An illustration relates to the state of 
Uttar Pradesh, where the government was 
assigned a target of 400,000 sterilizations by 
the central government. The state govern- 
ment raised it to 1.5 million. See Pai Pan- 
andiker, Bishnoi, and Sharma (1978): 46-47. 


17. Ina study of 351 individuals in 16 
urban and rural centers selected from Bihar, 
Madhya Pradesh, Uttar Pradesh, and Pun- 
jab, Pai Panandiker and his colleagues found 
that 72 percent of the acceptors had accepted a 
method of family planning at the bidding of the 
family planning staff or at the insistence of 
other government officials. See Pai Panandiker, 
Bishnoi, and Sharma (1978): 108. 


18. In August 1976 it was noted that 
the “odds are very high that there would be a 
backlash and the effort to introduce compul- 
sory sterilization would discredit the entire 
family planning program” (Visaria 1976: 1195). 


19. The effective couple protection rate 
takes account of the number of acceptors of 
different methods of contraception and 
weighs them according to the presumed ef- 
fectiveness of each method in preventing 
births, with due allowance for aging and 
mortality of the acceptors of sterilization 
and the expulsions and removals of intrau- 
terine devices (IUDs). The effectiveness of 
sterilization and oral pills is assumed to be 
100 percent, that of IUDs 95 percent, and 
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that of other conventional contraceptives 50 
percent. The number of couples using 
condoms is estimated by dividing the num- 
ber of condoms distributed by 72 (after ex- 
cluding those given to the acceptors of 
vasectomy or distributed as free samples). 
The number of users of oral pills is esti- 
mated by dividing the number of oral pill 
cycles distributed by 13. 


20. See Planning Commission (1980): 
439-447. The figures refer only to the direct 
costs, because the personnel and overhead 
costs are covered under the family welfare 
(or family planning) budget. 


21. The NDC was established in Au- 
gust 1952 to help develop a broad consensus 
on the development perspective of the Plan. 
It includes the prime minister and the chief 
ministers of all states and has met irregu- 
larly over the years. Mr. Karunakaran was 
the Chief Minister of the State of Kerala 
when the NDC set up the Karunakaran Com- 
mittee to submit a report on India’s popula- 
tion policy. The Planning Commission 
serves as the secretariat of the NDC, and 
Professor J. S. Bajaj, a member of the Plan- 
ning Commission in charge of health, was 
the member-secretary of the Karunakaran 
Committee. 


22. During 1995-96, the method-spe- 
cific targets were removed from Kerala and 
Tamil Nadu, two states in which fertility has 
already declined sharply. Other states were 
asked to remove the targets from one or two 
districts. As of 1 April 1996 the method-spe- 
cific targets were removed from the entire 
country. 


23. These consultations have been 
held since June 1996 under the auspices of a 
network of NGOs, researchers, and activists 
drawn from the states of Andhra Pradesh, 
Karnataka, Tamil Nadu, Kerala, Punjab, 
Haryana, Himachal Pradesh, Uttar Pradesh, 
and Bihar. 


24. The ICDS program was estab- 
lished to provide immunizations and nutri- 
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tional supplements to pregnant women and 
their newborns, as well as to young chil- 
dren. The program, operated by the Depart- 
ment of Women and Child Development 
(Government of India), covers most of the 
country with a network of honorary work- 
ers who ensure the delivery of basic services 
to women and children in need. 


25. Gandhi's “constructive” program 
was launched to improve the living condi- 
tions of India’s rural villagers through better 
sanitation, higher literacy, and so forth. 


26. The expression was used by an In- 
dian feminist in discussions at the Tribune 
during the 1994 International Conference on 
Population and Development. 


27. See Coale and Hoover (1958). The 
book, supported by the World Bank, consid- 
ered at length the likely trends in India’s 
population growth and its impact on eco- 
nomic development (with a brief discussion 
also of Mexico). Early drafts of the book, 
available in India in 1956-57, were quite in- 
fluential, although there was skepticism 
whether the death rate in a poor country 
such as India could decline as rapidly as it 
had in Ceylon. In late 1958, after publication 
of the book by Coale and Hoover, Frank 
Notestein (Director of the Office of Popula- 
tion Research at Princeton University) met 
with Prime Minister Nehru, along with Gun- 
nar Myrdal. Notestein presented a copy of 
the book to the Prime Minister, who is likely 
to have read parts of it (personal communi- 
cation). 


28. A senior Indian economist recalls 
that in a leading American university, well 
known for its liberal orientation, the end of 
the state of emergency in India in 1977 was 
welcomed; but the associated end of the se- 
rious effort to grapple with India’s popula- 
tion problem was met with regret 


29. A country profile for India, pub- 
lished by the Population Council in May 1976, 
was one of the few publications to make these 
points. According to some reliable sources, 
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the relevant passages were underlined and 
were shown by the senior bureaucrats to the 
appropriate minister at that time. 


30. During 1981-91, Bihar, Madhya 
Pradesh, Rajasthan, and Uttar Pradesh 
showed a higher rate of population growth 
than the national average. With respect to 
other developmental indicators such as lit- 
eracy, women’s status, and infant mortality, 
their performance is quite poor. These four 
large northern Indian states are seen as the 
likely bastions of continued high fertility in 
the country. 


31. It is widely believed that the extent 
of coercion was overstated during the elec- 
tions; however, examples of forcible steril- 
izations do exist. These forced sterilizations 
are often considered responsible for unre- 
lated health problems. For one such case, see 
“Sterilized by force,” India Today 20, no. 13 
(1-15 July 1995): 120-121. 


32. According to the survey of four 
districts of Gujarat state, between 61 and 75 
percent of the women expected their sons to 
support them in their old age. See Visaria, 
Visaria, and Jain (1995): 184-187. 


33. According to the National Family 
Health Survey of 1992-93, 47 percent of the 
respondent women had ever used a method 
of contraception. Of these women, 27 percent 
had been sterilized, while another 4 percent 
reported that their husbands had been steril- 
ized (Ramesh, Gulati, and Retherford 1996). 


34. The “soft loan arm” refers to the 
part of the World Bank that lends at a low 
rate of interest and with a maturity period 
of 40 years. 


35. By June 1998, the Indian rupee has 
already depreciated to Rs. 42 per US$1.00. 
Therefore, the assumed average rate of Rs. 50 
per dollar seems reasonable for the period 
1998-2001. The rupee may, however, depre- 
ciate faster because of the currency crisis in 
East Asia and the slow growth of Indian ex- 
ports since 1997. 
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Kenya’s Population 
Policy: From Apathy 
to Effectiveness 


—— about Kenya’s rapid population growth rate 
dates back to the colonial period. As part of its labor policy, the colonial admin- 
istration had confined most of the African population to native reserves where 
pressure on the land had become so severe that the administration grew con- 
cerned about the political implications of the increased number of Africans. 
The administration responded by setting up the Kenya Land Commission in 
1933 to assess the future economic needs of the various communities and how 
land resources could best be utilized to meet those needs (Ndeti and Ndeti 
1972). Headed by Morris Carter and later known as the Carter Commission, 
the 1933 Commission, in the absence of a population census, made estimates of 
the population size, density, and growth rates of Africans in the various admin- 
istrative areas. The Commission’s report concluded: 


All the evidence before us points to a high rate of increase among the native 
population, and we cannot discern any good reason for expecting any slackening 
of the rate within the next two decades. It appears more likely that it will increase 
as a result of the improved conditions of life. It has been suggested to us that later 
marriages, which may be expected to occur as a result of mission teaching, and 
possibly as a concomitant of a higher standard of living may cause decline in the 
rate of increase. .. . For any decrease which there may be in the rate will probably 
be more than counteracted by an increase in the survival rate both among children 
and among mothers. (Carter 1933: 349) 


The Commission went on to make observations about environmental and 
land deterioration and the depletion of the country’s resources as a result of 
rapid population growth. The recommendations for relieving the pressure on 
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the land in the reserves included a redistribution of Africans, and education in 
better agricultural and pastoral techniques so that the land could be made to 
support a larger population. The 1930s and 1940s witnessed confrontations be- 
tween colonial administrators and Africans, particularly the Kikuyu, who had 
been most adversely affected by the land distribution policy of the colonial ad- 
ministration. By the time the colonial administration was forced to allocate 
more land to those areas that were considered heavily populated, in the early 
1940s, the level of political awareness among the Africans had risen to the point 
where the Kikuyu had started to organize the Mau Mau rebellion. The feeling that 
the colonial government had not only robbed them of their land but also subjected 
them to a form of slavery became a basis for unified political action. 

In 1948 the first complete census in East Africa’ showed that the popula- 
tion of Kenya was 5.4 million. A crude birth rate of 50 per thousand population 
and a death rate of 25 meant a rate of natural increase of 2.5 percent per an- 
num, which confirmed the impressions of government officials, various com- 
missions, and other observers that the population was growing rapidly. 
Fourteen years later when the 1962 census was conducted, the population had 
increased by almost 60 percent to 8.6 million, giving an intercensal growth rate 
of 3.4 percent which was later revised to 3.0 percent after correcting for gross 
underenumeration in the 1948 census. 

In 1962 John Blacker, who was government demographer and chief inter- 
preter of the census, developed alternative projections of Kenya’s population 
growth relative to economic development. By using per capita income and the 
savings that would accrue as a result of averted births, he succeeded in con- 
vincing some of his colleagues in the Ministry of Planning and Development 
that unless the newly independent government took specific steps to slow the 
rate of population growth, the country’s efforts at socioeconomic development 
would be compromised. 

There was no reason to expect Blacker’s argument to have been taken se- 
riously by the new government or to have had any impact on its policies. But 
it did have an impact. Tom Mboya was secretary general of the Kenya African 
National Union (KANU) when Blacker made his projections. As Minister of 
Planning and Development in the new government, Mboya is credited with 
being the author of “African Socialism and its Application to Planning in 
Kenya,” the new government's ideological paper that set out the guidelines for 
development. Often referred to as Sessional Paper No. 10 of 1965, this docu- 
ment contained Blacker’s population projections and almost verbatim his ra- 
tionales for economic growth and arguments for family planning: 


The Government’s capacity to achieve its desired objectives is restricted by our 
limited resources, which restrain our ability to expand, by our high rate of popu- 
lation growth, which rapidly increases the size of the task. With population grow- 
ing in excess of 3 percent per annum nearly seven million jobs will be needed by 
the year 2000 and over 230,000 adult males will at that time be added to the labor 
force each year... . A high rate of population growth means a large dependent 
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population, reduces the money available for development, lowers the rate of eco- 
nomic growth and makes exceedingly difficult the task of increasing social ser- 
vices. A programme of family planning education will be given high priority. 
(ROK 1965: 31) 


These concerns laid the groundwork for the first population policy in 
1967, and Blacker is widely credited with sensitizing the government to the im- 
portance of family planning in its socioeconomic development efforts (e.g., 
Radel 1973: 48). The concerns have been a recurring theme in national develop- 
ment plans from the first (1966-70) to the current 8th development plan (1997— 
2001). For instance, the 1966-70 development plan highlighted rapid 
population growth as one of the most important constrainis to economic 
growth, in addition to the obvious shortages of trained manpower and domes- 
tic capital. In the 1974-78 development plan, high unemployment, a diminish- 
ing level of domestic savings for investment, pressure on basic social services, 
and declining real incomes and labor productivity were noted as the major 
consequences of the high population growth rate. 

The 1967 policy did not set any specific demographic targets, and the na- 
tional family planning program that was initiated from it had no specific goals 
other than to lower the infant mortality rate while achieving a realistic and 
acceptable reduction in fertility. A comprehensive revision of the policy was 
carried out in 1984. This revised policy included demographic, education, and 
clinical service goals. Sessional Paper No. 1 of 1986, which currently constitutes 
the cornerstone of the government’s economic development strategy, endorsed 
the challenges documented in the various national development plans and in- 
cluded the balance between rural and urban development as another problem 
arising from past demographic trends: 


For Kenya’s development, it is important not only that economic growth should 
accelerate, but that it should take place as vigorously in rural as in urban areas. 
The goal of balanced development between rural and urban areas has been an 
explicit part of Government policy at least since 1970. District focus is becoming 
an important instrument for achieving it. But the rate of population growth and 
the threatened explosion of Kenya’s major cities requires an intensified concern— 
and possibly new directions—for this policy. If the urban population continues to 
grow at the same rate as during the decade between the censuses of 1969 and 
1979, it will reach 9 to 10 million by 2000 and account for over 25 percent of the 
population compared to 15 percent in 1984. This represents a massive shift from 
rural to urban areas and raises the question of where these new city-dwellers will 
work and where they will settle. (ROK 1986: 9) 


Various socioeconomic indicators during the 1964-94 period, including 
annual growth in the gross domestic product (GDP), annual growth rates of 
key sectors (agriculture, manufacturing, government services), wage employ- 
ment, and the consumer price index (Table 4.1), indicate accelerated economic 
growth during the 1960s and 1970s and decline since 1980. The annual growth 
rate of GDP declined from 6.5 percent in 1964/71 to 3.9 percent in 1980, fluctu- 
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Table 4.1 Trends in Kenya’s socioeconomic indicators, 1964-94 


Indicator 1964/71 1980 1985 1989 1994 
Growth rate of GDP (percent) 6.5 3.9 4.8 5:0 3.0 
Growth rates of key sectors 

(percent) 
Agriculture 4.2 0.9 Saf 4.2 2.8 
Manufacturing 8.2 2 4.5 . Ooms 19 
Government services 9.8 5.6 4.2 5.5 15 
Gross investment (%)* 
Total ivy Zos3 23.9 25.6 214 
Domestic 17.9 18.3 18.3 TP 2 10.8 
Wage employment (000) 
Total na 1,191 1,462 1,796 3,395 
Modern sector na 1,006 1,174 1,368 1,504 
Informal sector na 185 288 428 1,851 
Consumer price index Z30 12.8 10.7 10.7 28.8 


* Calculated as a percentage of total investment to total gross national product. 
na = not available 
Sources: Population Census reports (various), Development Plan 1989-93, and Economic Survey 1995. 


ated around 5 percent during 1985-90, and declined to 3 percent in 1994 (ROK 
1989; CBS, various years). The 1980s witnessed both the launching of structural 
adjustment programs aimed at reducing government expenditures, including 
expenditures on social services such as education and health, and the introduc- 
tion of cost-sharing programs. Underemployment and unemployment became 
more evident. The performance of the agriculture sector, the backbone of the 
economy, deteriorated, and the inflation rate increased. These socioeconomic 
trends compounded the problems posed by the high population growth rate. 

As shown in Table 4.2, in spite of the policies and efforts, the total fertility 
rate (TFR) increased from 6.8 births per woman in 1962 to 7.9 in 1979 while the 
population growth rate increased from 3.0 to 3.8 percent during the same pe- 
riod. The results derived from the 1989 and 1993 Demographic and Health Sur- 
veys (DHS) indicated an unexpected decline in fertility, with the TFR dropping 
to 6.7 in 1989 and 5.4 in 1993, the most dramatic drop in fertility ever recorded 
in Kenya and one of the most dramatic recorded anywhere (NCPD 1994). 
These data provided some evidence of the start of a fertility transition in the 
country (Kelley and Nobbe 1990; NCPD 1989; Robinson 1992; World Bank 1992). 


STUDY OBJECTIVES AND RATIONALE 


The main objective of this study is to assess the evolution, implementation, and 
effectiveness of the population policy in Kenya. Specifically, the study has the 
following objectives: 


— to describe the evolution and content of the population policy by ana- 
lyzing its goals and strategies; 


KENYA’S POPULATION POLICY 117 


Table 4.2 Trends in Kenya’s demographic indicators, 1948-97 


1948 1962 1969 1979 1989 1997 

Indicator Census Census Census Census Census Projections* 
Population (millions) 5.4 8.6 10.9 16.1 21.4 29 
Population growth rate 

(% per annum) 2.5 2.0 33 3.8 3.4? 3.0 
Crude birth rate 50 50 50 52 48 35 
Total fertility rate 6.0 6.8 7.6 7.9 6.7 4.8 
Crude death rate 29 20 17 14 10 10 
Infant mortality rate 184 na 118 104 66 66 
Child mortality rate na 219 190 157 125 108 
Life expectancy (yrs.) 35 44 49 54 57 55 
Contraceptive prevalence 

rate na na na 7.0 26.9 39 


na = not available. 

*Projections include the impact of AIDS. 

4Intercensal growth rate. 

Sources: Republic of Kenya, Population Census reports, and Kenya Demographic and Health Survey 1993. 


— to document the implementation process, highlighting the major strat- 
egies and experiences; 


— to ascertain the effectiveness of the policy by comparing the goals, 
strategies, and implementation process with the results; 


— to determine the implications of and the potential solutions to the 
population problem from various perspectives; 


— to compare the evolution and implementation of the population and 
education policies and their relative performance; and 


— to propose a policy framework for future consideration by policy- 
makers and implementers. 


Following the articulation of a formal population policy by the govern- 
ment in 1967 and various refinements in 1984 and 1989, the demographic situ- 
ation in Kenya has undergone several transformations. During the first, 
beginning at independence and lasting 17 years, the country witnessed an ac- 
celeration in population growth and improvement in basic socioeconomic indi- 
cators. By 1980, Kenya was reported to have one of the highest population 
growth rates in the world, estimated at 3.84.0 percent per annum (CBS 1980). 

Then, suddenly, fertility rates declined and the population growth rate be- 
gan to decelerate contrary to earlier predictions by some experts (Frank and 
McNicoll 1987; Dow and Werner 1983; Sindiga 1985; Henin 1987). The question 
became: Was this trend a result of an effective population policy? If so, why did 
it take so long for the policy to become effective and produce results? What 
evidence is there to support the view that the decline in fertility is sustainable? 
Finally, what are the broad implications of Kenya’s experience for other coun- 
tries in the region? 
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SCOPE 


This study is based, in part, on a review of available official and public infor- 
mation about the formulation, implementation, and effectiveness of the popu- 
lation policies pursued by the Kenyan government since 1967. The information 
is supplemented by data collected through interviews held with implementers, 
professionals, bureaucrats /technocrats, religious leaders, and end-users (mar- 
ried women and men) to solicit their perceptions of the population problem in 
Kenya. Our analysis hinges on five hypotheses: 


1. In spite of the fact that the government foresaw the adverse socioeco- 
nomic implications of the high population growth rate, its commitment 
to tackle the population problem vis-a-vis enhancement of socioeco- 
nomic development wavered during the 1967-79 period. The first pri- 
ority during those years was to demonstrate to the populace that 
political independence was a springboard for the eradication of socio- 
economic “evils” inherited from the colonial regime. Government ef- 
forts to deal with the population problem were therefore relegated to 
the status of an experiment. 


2. External forces played critical roles in the formulation, evolution, and 
implementation of the population policy by sensitizing some of the 
elite and bureaucrats to the challenges posed by the high population 
growth rate and, later, by providing funding for policy implementa- 
tion. However, minimal involvement of policymakers and end-users 
exacerbated the political sensitivity of the issue and generated resis- 
tance to policy implementation at the initial stages. 


3. Setting up an appropriate institutional infrastructure was essential for 
ensuring success. Hence, the maturation period had a vital role to play 
in the implementation of the policy. 


4. Adverse socioeconomic conditions prevalent during the 1980s and 
1990s paved the way for the rational consideration of effective mea- 
sures to curb and eventually reduce the high population growth rate at 
the macro and micro levels. 


5. The apparent success of the population policy was in fact largely at- 
tributable to the success of the education policy in increasing primary 
and secondary school enrollment, particularly for girls, and of health 
policies. 


TYPES OF DATA UTILIZED 


Both primary and secondary data have been utilized in this study. Primary 
data were collected, from November 1993 to January 1994, through interviews 
with 52 bureaucrats/technocrats who were and still are involved in the de- 
velopment of population policy, 23 religious leaders, 24 implementers mainly from 
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population NGOs and international agencies, and 466 married women aged 15-49 
years along with 303 of their husbands. The collection of secondary data entailed 
a review of official documents, public statements by policymakers, parliamentary 
records, mass media coverage, and other publicly available materials. 


ORGANIZATION OF THE STUDY 


The study is divided into four sections. The first focuses on the evolution and 
content of the policies that have been articulated since 1965. The second docu- 
ments and evaluates the implementation strategies by highlighting their major 
ingredients, successes, failures, and constraints. This section also documents 
the effectiveness of the policies—mainly the level of achievement of the stated 
goals and the factors that facilitated or inhibited the success of the policies. The 
third section describes the solutions to Kenya’s population problem as pro- 
posed by the people who were interviewed for this study. The final section 
indicates apparent policy gaps and recommendations for the future. 


EVOLUTION AND CONTENT OF KENYA’S POPULATION POLICY 


The evolution of any public policy, including a population component, entails 
certain essential ingredients that guarantee its acceptance by the various 
groups concerned and assure successful implementation. Hence, we can gain 
useful insights into the evolution of the population policy in Kenya by ascer- 
taining how the population problem came to the attention of policymakers, 
and how the policy was developed, implemented, monitored, and evaluated. 

First, the issue or problem deserving policy consideration should be ex- 
plicitly understood by policymakers so that they can have an input in the for- 
mulation of the policy. This important input may arise from public opinion and 
concern or from pertinent information available to policymakers. In the case of 
population policy, however, Thomas and Grindle (1994) have contended that 
rarely does it become an agenda item through social mobilization and pressure. 
They have postulated instead a framework for population policy initiation or 
change through a policy elite—those officially responsible for making authori- 
tative decisions for government and whose perceptions, concerns, and back- 
ground characteristics interact with the constraints and opportunities created 
by the broader context within which they seek to accomplish their goals. The 
second stage involves the identification of the affected groups or beneficiaries, 
to help ascertain whether it is individual wellbeing or national wellbeing (or 
both) that is being considered. The third stage entails the specification of the 
short- and long-term objectives and targets that policymakers hope to achieve 
within specified time periods. The fourth and very crucial stage involves the 
formulation of appropriate strategies or means to be deployed to achieve the 
stipulated objectives and targets, such as the administrative machinery, requi- 
site resources, procurement of public and political commitment from relevant 
groups, and so forth. At the fifth stage, monitoring and evaluation systems are 
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set up to check on the implementation process. Finally, the policy should ex- 
plicitly indicate the parameters that will be used to measure its effectiveness. 

The ingredients that constitute the evolution of a public policy and the 
Thomas and Grindle framework are utilized here to assess how Kenya’s popu- 
lation policy has evolved. We focus on the 1967 policy, the first such policy in 
sub-Saharan Africa, and on the 1984 policy guidelines, which represent a sub- 
stantial revision of the original policy. This analysis is supplemented by a look 
at the evolution of the education policy since 1963. 


The 1967 Population Policy 


Coming as it did barely four years after political independence, Kenya’s formu- 
lation of an official population policy in 1967 must have been a surprise to 
observers within and outside the country. In the giddy post-independence days 
with the emphasis on nation-building, social welfare, and equitable distribu- 
tion of income and resources, the notion that a newly independent African 
nation would need to control its population growth in order to assure its future 
socioeconomic development was a strange concept. The traditionally strong 
upward pressures on childbearing that characterized African societies virtually 
guaranteed that there would be a great deal of resistance before a population 
policy could be introduced or implemented. 

The policy elite was based in the Ministry of Planning and Development. 
John Blacker, the government demographer, was the acknowledged head of 
this group before independence. Using the results of the 1962 census, he pro- 
duced the projections of population and economic growth rates that convinced 
a number of national leaders that there was a population problem. In particu- 
lar, two people who were persuaded by Blacker’s arguments played key roles 
in the evolution of Kenya’s population policy: Tom Mboya and Mwai Kibaki. 
Mboya became the Minister for Planning and Development after independence, 
while Kibaki, an economist, became Mboya’s Assistant Minister and, thereafter, the 
country’s Minister for Finance. Other technocrats who were part of this elite at the 
time included A. T Brough, Chief Statistician, and E. O Edwards, the Chief Eco- 
nomic Adviser to the government. Concern about the impact of Kenya’s rapid 
population growth rate on socioeconomic development has featured in each 
national development plan since independence. 

In April 1965, Mboya’s permanent secretary invited the Population Coun- 
cil to send a team of experts to Kenya to: 


1, study the population problem in Kenya with a view to making recom- 
mendations regarding the ideal rate of growth; 

2, recommend a suitable program for effecting the ideal rate of growth; 

3. make recommendations on administration of the program; 

4. recommend procedures for obtaining funds and technical assistance 


for carrying out the program. (ROK 1967) 


The Population Council team that came to Kenya in response to this re- 
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quest consisted of four Americans,’ who for three weeks in June 1965 visited 
Nairobi, Mombasa, Kisumu, Nakuru, and Nyeri and had discussions with top 
government officials and representatives of NGOs and churches. Their report, 
submitted to the government in August 1965 and released publicly two years 
later, contained detailed recommendations regarding the four items listed 
above; these became the basis for Kenya’s population policy and program. It 
is therefore important to examine the key recommendations in that report 
because of their relevance to the implementation of the policy, in the event ex- 
plaining why opposition to the policy and program was intense and prolonged. 
According to the report, 


Mr. Blacker has prepared a projection of Kenya’s population to the year 2000 on 
the assumption of a continued increase in expectation of life in conjunction with 
a continuation of fertility at its current level. . . . The table [see the box below] 
shows the increase in number according to this projection, and for comparison, 
the slower increase that would occur if fertility were reduced by 50 percent in 
the next 15 years and thereafter maintained at that level. Note that even this 50 
percent reduction in fertility would cause Kenya's population to double in the next 35 
years and would result in families averaging more than 3 1/2 children per woman. This 
projection roughly indicates the magnitude of the effect of a highly successful 
but we believe feasible programme of fertility control, which the Government of 
Kenya might initiate. (ROK 1967: 4; emphasis in the original) 


PROJECTED TOTAL POPULATION OF KENYA, 1965- 
2000, UNDER TWO ASSUMPTIONS OF THE 
COURSE OF FERTILITY 


Population (in thousands) 
Fertility reduced by 


Year Fertility unchanged 50% in 15 years 
1965 9,100 9,100 
1970 10,600 10,400 
1975 12,400 11,700 
1980 14,700 12,900 
1985 17,500 14,100 
1990 20,800 15,500 
1995 25,000 17,100 
2000 30,300 19,000 


Some analysts commenting on the recommendations of the team have 
suggested that the main reason the 1967 policy was doomed to failure was 
because of a conflict of values between the advisers’ goal of economic growth 
and the Kenyans’ desire for high fertility (Ndeti and Ndeti 1972). They pointed 
out that the team could not have been expected to take account of the cultural 
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values in Kenya after only a three-week visit. We believe that in the immediate 
post-colonial Africa, a proposal for a 50 percent reduction in fertility was com- 
pletely out of touch with reality. Worse, by proposing such a drastic reduction 
in fertility, the advisers raised suspicion that neo-colonial forces were at work, 
trying to keep the Kenyan population in check as it had done during the colo- 
nial days. They unwittingly provided a platform around which forces of oppo- 
sition would organize. The experience of colonization was simply too fresh. 

The advisers, nevertheless, considered such a policy essential and strongly 
urged the government to declare itself in favor of a reduction in the rate of 
population growth. They went on to state: 


Ideally, one might hope for a public statement by a prominent Government and 
Party leader, preferably the President, pointing out that for reasons of national 
and family welfare, a reduction of population growth had become a matter of 
Government policy. In case such a statement is not advisable politically, the Gov- 
ernment should at least send a directive to the employees of the various ministries 
urging them to cooperate and participate in the family planning programme. 
(ROK 1967: 14) 


It was extremely naive for the advisers to suggest that President Jomo 
Kenyatta make a public statement in support of population control. Those who 
knew him attest to the fact that President Kenyatta took his role as symbolic 
father of the nation and leader of the country too seriously to get involved in a 
potentially controversial population debate. Not only did he personally view 
population growth positively but he was also unwilling to lend support to do- 
mestic or international groups advocating population control. On at least two 
occasions, he was said to have threatened to stop the family planning program 
if his name was associated with it. The Vice President, Odinga Oginga, was 
similarly an early and persistent opponent of the policy and program because 
of his belief that black people were being gradually eliminated on an already 
sparsely populated continent and that the Western races were expanding their 
wealth and populations at Africa’s expense (Ndeti and Ndeti 1972: 41). Still, the 
government did state its intention to pursue policies to reduce the rate of 
population growth through voluntary means and established a program under 
the Ministry of Health to be undertaken in cooperation with the Family Plan- 
ning Association of Kenya. In late 1966, the Minister of Health, Mr. J. D. 
Otiende, sent a memorandum to his staff announcing the national family plan- 
ning program, but he delayed the public announcement of the program until 
the 20th Assembly of the World Health Organization in Geneva in May 1967. 
At a press conference in Nairobi on his return from Geneva, he explained the 
decision to launch the program as follows: 


This decision is not influenced by any desire to limit the population increase, but 
mainly by the realization that changing conditions in our country have resulted in 
a very reduced spacing of children. This we consider leads to a lowering of mater- 
nal and child health and many large families find it increasingly difficult to pro- 
vide the necessities of life. (East African Standard, 16 May 1967) 
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We mention one other recommendation contained in the advisers’ report 
because of its implication for the design and orientation of the national family 
planning program. The advisers had stated: 


We believe that the family planning program in Kenya should rely heavily on the 
intra-uterine device. Its cost is exceedingly low, a single insertion can suffice for 
years and it requires only a single motivation on the part of the recipient. . . . Ac- 
cordingly a realistic target for a national population program would be a planned 
build-up within five years of a structure that would introduce birth control at a 
rate that would cut fertility approximately in half within 10 or 15 years... . To 
achieve the above result would require the organization of a programme that at 
the end of five years could introduce 150,000 intra-uterine devices each year, and 
provide supplies of other methods of contraception to an additional 50,000 
couples. (ROK 1967: 15, 10) 


Thus, not only was the proposed program to be implemented by the Min- 
istry of Health, but the method of choice was a clinic-based, provider-depen- 
dent method under the control of physicians, many of whom were opposed to 
the use of family planning for population control. Even assuming that the de- 
mand for contraceptive services was already present, the limitation of facilities 
and providers ensured that it would take decades before the demand could be 
met with this approach. By that time, the target would have shifted. 

We have gone into this level of detail because it is generally agreed that 
the recommendations of this advisory mission provided the basis for the for- 
mulation of Kenya’s population policy and family planning program. We 
found no evidence of any significant level of discussion or debate on the rec- 
ommendations before the policy was adopted and the national family planning 
program was formulated. This is hardly surprising given the sensitive nature 
of the subject. As the Director of Medical Services was later to put it: 


We decided, therefore, that the Ministry of Health and the Family Planning Asso- 
ciation should get together and launch a programme, do it quietly, say as little as 
possible about it and carry on with delivering the goods which is what we are 
now trying to do. (Likimani 1970: 2) 


So effective was the early opposition to population control that the policy 
became a series of progressively watered-down statements by government of- 
ficials affirming the government’s concern at the rate of population growth and 
committing itself to a program of free, voluntary family planning education 
and services in all government hospitals and health centers throughout the 
country. The program was established in 1967 under maternal and child health 
services, with an emphasis on child spacing rather than limitation of births. 
Assistance was also provided to those with infertility problems. Until the 1974- 
78 Development Plan, the program had no targets and no means of evaluating 
its accomplishments. That plan was the first to include specific targets for num- 
bers of family planning acceptors. Successive national development plans have 
built on this, expanding clinic-based and outreach services to achieve family 
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planning targets. Program administration and research and evaluation activi- 
ties were also to be strengthened. However, in each of the development plans, 
the government committed itself to providing no more than 25 percent of the 
budget required to fund the program; the remainder was expected from for- 
eign donors. This government commitment was not fulfilled, as reflected in the 
subsequent minimal budgetary allocations to the program. 

But apart from the efforts of the opponents of family planning, the 
government’s own commitment to reducing population growth was minimal 
during the immediate post-independence period. Throughout the 1960s the 
economy grew at least twice as fast as the population. Political leaders and 
educated Kenyans did not believe there was a population problem and, if it 
existed at all, socioeconomic development was the solution. The struggle for 
political independence that Kenyans had just experienced encouraged their 
belief that they were in control of their socioeconomic development. The imme- 
diate post-independence period to the early 1970s witnessed rapid expansion 
in both the agricultural sector, which grew at an average rate of 6.2 percent per 
annum, and the smaller industrial sector, which grew at an average of 12.4 
percent. In 1967, the year the family planning program was launched, the over- 
all economy grew by 9.5 percent. All this occurred at a time when the rate of 
population growth averaged 3.4 percent per annum. Although Kenyans living 
in rural and urban areas did not benefit equally from this rapid economic 
growth, there was no question that the average standard of living was much 
increased during this period. But more significantly, the performance of the 
economy gave policymakers in Nairobi a new sense of optimism about the 
future and undermined their commitment to reduce the rate of population 
growth. Although unemployment was seen as the only dark cloud on the ho- 
rizon, the government’s response was to increase the rate of indigenization of 
the economy and reduce reliance on foreign skilled manpower. The country 
needed to experience the difficult economic period of the mid to late 1970s in order 
to fully understand the difficulty of meeting the socioeconomic aspirations of its 
people while the population was growing rapidly. 


The 1984 Policy Guidelines 


By the time President Kenyatta was succeeded by President Moi in 1979, 
Kenya’s population growth rate had reached an all-time high of 3.8 percent per 
annum and the total fertility rate of 7.9 was the highest ever. The economy had 
started to experience difficulties, the oil price increases of the mid-1970s had 
taken their toll, coffee and tea prices had declined in the world market, and a 
severe drought in 1979 badly affected maize production and led to severe food 
shortages especially in the urban areas (NRC 1993: 70). The country had a large 
current account deficit amounting to over 15 percent of the GDP by 1980 (CBS 
1983). In 1980, a structural adjustment program had to be implemented, with 
the devaluation of the currency, cuts in public spending, and other measures to 
reduce the deficit. The economy became increasingly dependent on foreign 
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assistance. Parents were forced to shoulder more of the burden of educating 
their children and for healthcare. 

In its fourth national development plan, 1979-83, the new government in- 
troduced another dimension to its efforts to reduce population growth, by com- 
mitting itself to creating attitudes that favor a reduction in the average size of 
Kenya’s families. The 1979-83 Development Plan further strengthened service 
delivery activities and sought to intensify information and education activities 
to make parents aware of the benefits of a smaller family size. Service delivery 
facilities were to be expanded in the rural areas and the number of personnel 
trained to provide services would be increased. A new cadre of rural family health 
field educators was to be recruited and trained. 

With President Moi as head of state and Mwai Kibaki as his Vice Presi- 
dent, the stage was set for effectively dealing with the population problem. 
President Moi seemed to understand instinctively the need for creating a de- 
mand for a smaller family size. His background as a teacher had led him to 
emphasize education, and as Vice President during the 1960s he encouraged 
Kenyans of all tribes to send their children to school, especially girls. When he 
announced his first cabinet in November 1979, he split the functions of the 
Ministry of Education, which at the time was consuming 40 percent of the 
country’s recurrent budget, into basic and higher education so that it could bet- 
ter concentrate on the job of educating Kenyans. By the end of 1979, a new 
marriage bill had passed through parliament that provided equality for women 
in matters pertaining to marriage rights, especially with regard to inheritance 
and property. The new law also allowed wives to acquire property indepen- 
dently of their husbands. The change in political leadership and atmosphere is 
perhaps best captured by the following commentary: 


Until recently, calls for family planning have come from economic technocrats and 
among politicians, from the Minister of Finance Mr. Mwai Kibaki (now Vice Presi- 
dent) and the late Tom Mboya who was responsible for much of the country’s 
economic philosophy. The late President Kenyatta never fully and publicly com- 
mitted himself to family planning, and throughout his administration, demogra- 
phers looked in vain for a strong statement at a national day supporting family 
planning. So lacking was political direction in the family planning program that 
family planners spent most of their propaganda effort trying to convince the pub- 
lic that family planning did not mean that a couple could not have all the children 
they wanted; it merely meant spacing children out so that the mother’s health was 
not ruined by too frequent childbirth. 


Now the euphemisms are gone. The economic vicissitudes through which Kenya 
is passing and the fact that the country is growing at a phenomenal rate of 4 per- 
cent per annum, the highest in the world, has forced the government to adopt a 
blunter terminology and tactics in its family planning campaign. President Daniel 
arap Moi has given the lead in pleading to Kenyans to have only the number of 
children they can afford to feed and care for. Seminars have been held for mem- 
bers of parliament and government officials to drum home the message of family 
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planning and now individual politicians are speaking out. The most recent ex- 
ample of outspokenness on the subject came from the Minister for Constitutional 
and Home Affairs, Mr. Charles Njonjo, who told fellow politicians in the national 
assembly last week that Kenyans must stop breeding like rabbits. Njonjo’s senti- 
ments went further than mere alarment about the population increase; he sug- 
gested some practical steps to be taken to help curb the population increase. 
Njonjo wants to make it difficult for couples to indulge in large families willy 
nilly. He wants the government to provide free education only to the first child 
leaving the rest of the children to be educated at the expense of their parents. 
According to Njonjo, Kenyans could do well to learn from birds who do not lay 
eges until they have built nests. 


In the past such talk would have resulted in boos and cat calls from back benchers 
accusing Njonjo of suggesting foreign solutions to African problems. This time, 
virtually every MP who spoke supported the need for family planning. (Weekly 
Review, 24 October 1980: 13) 


By this time, the policy elite had expanded to include technocrats and 
academicians outside the Ministry of Planning. Professors Simeon Ominde and 
R. A. Henin, the latter an adviser from the Population Council based at the 
newly created Population Studies and Research Institute, played crucial roles 
in the “Kenyanization” of the expert advice. The government’s renewed efforts 
to deal with population growth led to the establishment of a National Council 
for Population and Development (NCPD) in 1982 with the mandate to formu- 
late population policies and strategies and coordinate activities aimed at reduc- 
ing Kenya’s population growth rate. At its launch, the Vice President and 
Minister for Home Affairs, Mr. Mwai Kibaki, under whose ministry the NCPD was 
established, emphasized that the government was going to be more aggressive in 
promoting family planning. One of the early activities of the NCPD was the devel- 
opment of new population policy guidelines and the preparations for Kenya’s par- 
ticipation at the International Conference on Population in Mexico City. 

A meeting of national leaders convened in July 1984 was attended by over 
2,000 ministers, assistant ministers, members of parliament, senior government 
officials from national, provincial, and district levels, social workers, health 
officials, representatives of NGOs, and officials of several donor agencies. 
World Bank President A. W. Clausen gave the keynote address at the two-day 
seminar, which was chaired by the Vice President. The meeting had three prin- 
cipal objectives: to examine general population trends and their implications 
for Kenya’s social and economic development and to explore possible solu- 
tions; to provide a forum for Kenyan leaders at all levels to share information 
on population and development; and to discuss Kenya’s draft population 
policy guidelines and develop national strategies and a plan of action. The 
participants resolved that the time had come for Kenyans to make concerted ef- 
forts to reduce the population growth rate; that all government ministries and 
agencies and all NGOs must specify population components in their develop- 
ment programs and must pursue them effectively; and that each District Devel- 
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opment Committee should develop strategies to help achieve the national tar- 
get of reducing the population growth rate from the current 3.8 percent per an- 
num to 3.3 percent per annum by the end of 1988. The seminar participants 
also outlined specific recommendations about the role of leaders, of education, 
and of clinical services in the attainment of this target. This marked the first 
time the government solicited broad-based support for its efforts to reduce 
population growth. The resulting policy paper was discussed in the cabinet 
and approved in parliament as Sessional Paper No. 4 of 1984. 

None of this is meant to suggest an absence of political opposition to a 
government family planning and population program. Nevertheless, the 
strength of the government’s commitment to dealing with the population issue 
is best illustrated by an incident in 1984. In early November, a few months after 
the leaders’ conference, the Lions clubs of Nakuru and the Giants group of 
Nairobi started family planning camps in Kiambu, Nakuru, and Kisumu with 
the aim of performing surgical sterilizations on women who requested the ser- 
vice. Supported by the Ministry of Health, the camps were set up to supple- 
ment the government’s efforts in family planning and to reduce the waiting 
time for the procedure, which in some cases was more than six months. A week 
later, Catholic bishops issued a statement opposing the camps, describing ster- 
ilization as a mutilation of the reproductive organs for the direct purpose of 
preventing conception and saying that this was against natural law. The fol- 
lowing week, the Catholic Lay Council issued a statement condemning the use 
of contraceptives by youth and endorsing the bishops’ stand on the steriliza- 
tion camps. But criticism of the Catholic bishops was quick and direct: 


The decision by Roman Catholic Bishops of Kenya to protest some aspects of 
Kenya’s family planning programs continued to be criticized by different quarters 
this week. The bishops had attacked the female sterilization clinics that were be- 
ing conducted in various parts of the country by the Lions club, aimed at supple- 
menting the government family planning programs. The bishops’ protests were 
not directed at the idea of FP [family planning] but at the use of artificial methods 
and they are particularly enraged by the clinics which they said were a destruc- 
tion of fertility and an insult to Kenyans. 


The most significant responses came from V-P and Minister for Home Affairs, Mr. 
Mwai Kibaki, when he was opening the Union of Radio and Television Networks 
of Africa (URTNA) family health broadcast workshop in Nairobi. Though he did 
not mention the protests by the bishops, it is unlikely that Kibaki had anyone else 
in mind when he called on those opposed to FP to address themselves to the 
alarming factual information compiled by the World Bank on the population 
problem in Kenya. Kibaki’s message was that the dire economic implications of 
Kenya’s high birth rate were too serious to be ignored and, in what was seen aS a 
swipe at the Kenyan bishops, he cited the example of Mexico where the popula- 
tion growth rate had been reduced from 3.1% per annum to 2% despite its being 
a predominantly Catholic nation. The URTNA workshop is aimed at increasing 
the amount of information available on FP and Kibaki gave a number of statisti- 
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cal examples that underline the urgency of the population problem. Part of the 
program to curb the birth rate, he said, is to make contraceptives available to all 
those who need them by increasing service delivery points from the 400 existing 
now to 800 by 1986. This will also include the use of community-based delivery 
methods of distributing contraceptives. 


Remarks such as these are a sign that the government has no intention of review- 
ing its recommended methods for family planning despite protests from the 
Catholic Church. This position was confirmed by the executive director of the 
NCPD, Mr. Leonard Ngugi, in an interview with the Weekly Review this week. 
Ngugi said that the government does not accept the view of the bishops on these 
matters and it will continue to encourage the use of all family planning methods. 
The Catholic Bishops, he said, are entitled to their views but the government re- 
sponsibility is to inform and educate the public on family planning, after which 
individuals are free to choose whichever method they deem fit. (Weekly Review, 23 
November 1984: 12-13) 


Such a lively debate on population policy and family planning was totally 
absent during the Kenyatta regime, and the firm stand and endorsement of the 
program given by President Moi would have been unthinkable during that period. 

We have seen how the policy elite introduced the population issue onto 
the government agenda. In the 1963-67 period, the policy elite was mainly ex- 
patriate, based in the Ministry of Planning and Development. Their activities 
were direct and visible. In the 1979-84 period, the policy elite was mostly in- 
digenous, with a base in the office of the Vice President. Although external in- 
fluences were still present during this period, their impact in defining the 
content of the policy agenda was less direct. This allowed a much more indig- 
enous definition of the population problem and provided opportunities for 
creative and locally appropriate solutions to be developed. As we discuss be- 
low, external forces continued to play a vital role in providing new program 
ideas, technical assistance, and funding for the implementation of the program 
once it got underway. The World Bank provided funding for setting up the 
structures, including the establishment of the NCPD and upgrading the physi- 
cal facilities of the health care system. The United States Agency for Interna- 
tional Development was particularly active in providing funding and technical 
assistance for service delivery, including experimental non-clinic-based service 
delivery approaches and for the periodic surveys that provided the bench- 
marks for performance. The United Nations Fund for Population Activities 
provided funding for service delivery, training, and deployment of NCPD and 
other staff. 


The Formulation of Population and Education Policies: 
A Brief Comparison 


The education sector has recorded impressive progress since 1963. The total 
primary school enrollment increased from 890,000 in 1963 to 9,957,000 by 1994. 
Enrollment rates in primary schools have remained above 90 percent since the 
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mid-1970s. Secondary school enrollment increased from 30,000 to 620,000 dur- 
ing the same period (CBS, various years). University enrollment also increased 
from 571 in 1963 to 39,340 by 1994. Thus, the education sector provides a model 
of the key ingredients for designing and implementing effective public policy. 
This comparative analysis aims at highlighting the major deficiencies in the for- 
mulation of the population policy. 

The formulation of education policy had impetus from the government’s 
commitment to provide high-quality education to meet the country’s work- 
force requirements and to improve the general literacy level of the population 
as a basic need, as highlighted in Table 4.3. It was not easy to articulate a com- 
parable goal for population policy. One of the important results of the early 


Table 4.3. Major components in the evolution of Kenya’s population and education 


policies 
Component 


Statement of problem 


Rationale 


Target groups 


Goals/Targets 


Strategies to 
achieve stipulated 
goals/targets 


Review of the policy 


Monitoring and 
evaluation 


Population Policy 


High population growth rate and 
high fertility 


Reduce negative effects of rapid 
population growth on future 
socioeconomic development 


Mainly married women of 
reproductive age 


Reduction of population growth rate 
with special emphasis on reduction 
of fertility 


Institutional set-up: 
Ministry of Health mandated to take 
responsibility (1967-82) 


National Council for Population and 
Development mandated to 
coordinate the population program 


and act as the policy formulation arm 


of the government after 1982 


Resource availability: 
Not clearly stated 


Political commitment: 
Not perceived as an important factor 


Taken for granted 


1984 
1989 (partial) 


Not considered in 1967 
Taken seriously in 1984 and 1989 


Education Policy 
Illiteracy due to lack of educational 
facilities 


Improve literacy and educational 
levels of the population for national 
and individual welfare 


Adults and school-age 
population 


Eradication of illiteracy and 
increase in enrollment at all 
levels of education 


Institutional set-up: 
Ministry of Education 
given full responsibility 


Resource availability: 
Budgetary allocations perceived 
as a requirement and provided 


Political commitment: 
Perceived as a critical input 


Public participation taken 
seriously as a critical factor 


1964/65 Commission Report 
1972 Study Report 
1978 Committee Report 


1981 Presidential Working 
Party Report 


1988 Presidential Working 
Party Report 


Taken seriously 
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and sustained emphasis on education was that it became a highly valued good. 
Indeed, when the costs borne by parents increased dramatically in the early 
1980s, parents were willing to make tremendous sacrifices to educate their chil- 
dren, and they made the rational decision to reduce their family size goals to 
provide fully for their children (Kelley and Nobbe 1990). As Dow and col- 
leagues point out, it was not the rapidly rising cost of education (or health or 
other amenities) that was the key to a reduction in desired family size in Kenya 
in the early 1980s, but rather “parents’ prior acceptance of an obligation to pro- 
vide such access at virtually any cost” (Dow, Kekovole, and Archer 1997: 57). 

Unlike the evolution of the population policy, which faced prolonged time 
lags in the review process (1967-84), five review commissions were set up to 
develop and implement the education policy (ROK 1964, 1972, 1978, 1981, 
1988). These commissions (which also took the form of committees and work- 
ing parties) sought to address prevailing national demands and aspirations. In 
most cases, issues related to availability, quality, and appropriateness of the 
education system were addressed. The evolution of the population policy, on 
the other hand, was characterized by a lack of focus and hesitant commitment 
from the government and the public at large until the early 1980s, when the gov- 
ernment realized the adverse consequences of the high population growth rate. 

The government allocated substantial resources to the education sector, 
but not to the population sector, continuing to spend almost 30 percent of its 
budgetary allocation on education (CBS 1991 and various years). In fact, recur- 
rent expenditure on education increased from 2.3 percent of GDP in 1969/70 to 
5.3 percent in 1974/75 and to 6.4 percent in 1990/91 (CBS 1995 and various 
years). Parents and communities were obligated to pay for development ex- 
penditure (physical facilities, school uniforms, books, and so forth) as agreed 
upon by parents’ and teachers’ associations. The family planning program, on 
the other hand, received minimal funds, most of which came from donor agen- 
cies and NGOs. This trend has persisted to date. 

As observed above, the 1967 population policy was limited in scope. It 
was also externally driven. For one thing, it ignored people’s desire to improve 
their standard of living, which had been suppressed by the colonial regime. 
Hence, the increase in population was of minimal consequence to them. Fur- 
thermore, the policy did not articulate the strategies that would be utilized to 
make resources available to the population sector, particularly the family plan- 
ning program, nor did it stipulate the requisite monitoring and evaluation pro- 
cedures to assess its performance. 

The 1984 population policy, on the other hand, took advantage of the pre- 
vailing socioeconomic and demographic conditions to impress upon policy- 
makers and the public the adverse effects of a high population growth rate. 
The establishment of the NCPD as a coordinating body placed the population 
issue high on the government’s agenda and ensured that there was an infra- 
structure for coordinating intersectoral activities for implementing the policy. 
This policy recognized the role of socioeconomic development, particularly fe- 
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male education and employment, and sought the participation of more agen- 
cies and ministries in tackling the population issue, as opposed to leaving the 
problem to the Ministry of Health. The policy was also more specific with re- 
gard to target-setting and more comprehensive in its consideration of migra- 
tion and mortality. 


IMPLEMENTATION AND EFFECTIVENESS OF THE POPULATION 
POLICY 


The effective implementation of any public policy hinges on several critical 
factors. These include institutional capacity; availability of resources; participa- 
tion of various constituents such as policymakers, beneficiaries, and bureau- 
crats; and monitoring and evaluation of the related programs. Our review of 
implementation strategies focuses on institutional capacity-building, resource 
availability, political will and commitment, service delivery strategies, and 
strategies to monitor and evaluate the programs. This material is supplemented 
by the views of various constituents regarding policy implementation. 

The evaluation of the effectiveness of any policy is highly dependent on the 
identification of appropriate indicators for measuring perceived or stated policy 
goals. The level of effectiveness, however, is conditioned by the efficacy of the 
implementation strategy at both the national and individual levels. National- 
level achievements can be perceived as reflecting the common good, while in- 
dividual-level achievements can be assumed to measure individual wellbeing. 

The following review of implementation strategies and policy effective- 
ness distinguishes three time periods: 1967 to 1979, a period of dramatic in- 
crease in fertility and reduction in infant and child mortality; 1980 to 1989, a 
period that witnessed signs of declines in fertility; and 1990 to 1993, a period 
that registered further declines in fertility. 


The 1967-79 Period 


Implementation. Having accepted the advice of the team of consultants and 
committed itself to a policy of reducing population growth, the government es- 
tablished a program of family planning information and services in 1967 to be 
implemented under the Ministry of Health. As we have shown, a low level of 
political commitment coupled with widespread opposition led to the formula- 
tion of a program that was unfocused and weak. Although family planning 
services had been provided for over a decade by the Family Planning Associa- 
tion of Kenya, 1967 marked the beginning of a government program. The pro- 
gram was wholly voluntary, clinic based, closely coupled with maternal and 
child health services, and emphasized child spacing rather than limitation of 
family size. In addition to provision of contraceptive services, the program 
provided assistance to couples with infertility problems. 

Institutional Capacity-Building. From the beginning, the government recog- 
nized the need for an administrative system that would ensure the effective 
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implementation of the population policy. In late 1967, a National Family Plan- 
ning Council was set up consisting of representatives of various ministries and 
the Family Planning Association of Kenya with the mandate to supervise, co- 
ordinate, and administer the program and establish service delivery policies. 
The Council had to be dissolved after its first meeting because of internal dis- 
agreements, although the Working Committee of the Council survived under 
the chairmanship of the director of medical services (Ndeti and Ndeti 1972: 36). 
After the dissolution of the Council, administration and coordination of the 
program came under the full jurisdiction of the Ministry of Health, with re- 
sponsibility for information, education, and motivation assigned to the FPAK. 
It was clear that the government did not want to risk direct criticism by taking the 
responsibility for informing the public on a sensitive and controversial subject. 

The Population Council advisers had recommended a program based on 
an effective, long-term, clinic- and provider-dependent method. However, since 
the government focused mainly on maternal and child health services, the lack 
of clinics with trained family planning providers virtually ensured that the 
majority of clients seeking contraceptive services had to use the pill. In those 
early days, pill acceptors with low motivation to use contraception often dis- 
continued use within a few months. In the convenient division of labor be- 
tween the Ministry of Health and the Family Planning Association of Kenya, 
FPAK fieldworkers were assigned to home visits, motivation, and referral of 
clients for clinical services. Many of the full-time fieldworkers worked only a 
couple of hours a week and they did not have adequate skills to counsel first- 
time acceptors to continue contracepting. Dropout rates were very high. 

Resource Availability. The Kenyan government’s commitment to providing 
adequate health services, including an MCH/FP program, was demonstrated 
by the allocation of substantial resources to this sector. However, the share of 
family planning activities in the overall Ministry of Health budget remained in- 
significant. The bulk of the expenditure on family planning activities was borne 
by NGOs and external donor agencies: the United Nations Fund for Population 
Activities, World Bank, British Overseas Development Agency, United States 
Agency for International Development, and others. 

This period witnessed substantial progress in the construction of health fa- 
cilities and recruitment of personnel for maternal and child health services 
(Sinding 1991; World Bank 1992). The number of hospitals increased by 67 
percent, the number of health centers increased by 40 percent, and the number 
of dispensaries almost tripled. The rapid expansion in the number of dispensa- 
ries was primarily a result of the government’s policy to enhance primary 
health, especially rural health and maternal and child health. As a result of 
these efforts, infant and child mortality declined substantially while the total 
fertility rate increased to the highest level ever recorded for any country. 

Political Will and Commitment. The effective implementation of a popula- 
tion policy requires strong political support to encourage a positive public 
opinion and to assure that the requisite financial and human resources will be 


KENYA’S POPULATION POLICY 133 


available. Political apathy can undermine efforts made by implementing agen- 
cies. In our conceptualization, political will has been perceived as public utter- 
ances by senior policymakers and political statements in the form of manifestos 
that positively support the population agenda—in this case, the promotion of 
family planning activities, with the primary objective of reducing the high 
population growth rate. 

As noted earlier, the 1967-79 period was characterized by minimal politi- 
cal support for the population policy. President Kenyatta’s personal views on 
the subject discouraged other leaders from sensitizing the public on the ad- 
verse effects of high population growth rates on their livelihood. A review of 
parliamentary debates and speeches made by various politicians indicates that 
the population issue was accorded the lowest priority on the political agenda. 
The majority of political leaders felt that rapid socioeconomic development 
was the ultimate solution to the population problem. 

Service Delivery Strategies. Between 1967 and 1979, the service delivery sys- 
tem remained predominantly clinic-based under the Ministry of Health, with 
the Nairobi City Commission and the FPAK running a small number of clinics, 
including mobile units sponsored by the IPPF to serve outlying populations. 
The number of government clinics offering family planning services increased 
from 56 in 1967 to 275 in 1974, roughly one-third of the country’s total health 
facilities. Largely because of a shortage of trained personnel and the overriding 
demands for curative services, relatively few family planning services were be- 
ing provided by the government clinics, many of which provided services only 
weekly, or even monthly. In 1974, for instance, FPAK’s seven mobile units serv- 
ing 90 clinics throughout the country accounted for one-third of all new accep- 
tors and the Nairobi City Commission’s 43 clinics accounted for 15-20 percent 
of the acceptors (Krystall et al. 1975: 286-290). As shown in Table 4.4, the pill 
accounted for almost 80 percent of the contraceptive services offered in 1974 
while the IUD, with 5,000 acceptors, accounted for about 10 percent. This con- 
trasts markedly with the suggestions of the Population Council advisers, who 
had recommended a predominantly IUD-based program providing 25,000 devices 
in the first year and building up to 150,000 devices at the end of the fifth year. 

The existence of a population policy and a government-sponsored family 
planning program so soon after independence made it possible for foreign- 
funded organizations and institutions to be openly involved in family planning 
activities in Kenya. The demise of the National Family Planning Council in 
1967 meant that there was no policy coordinating mechanism and essentially 
left each organization to develop its own strategies and implement its projects 

and activities. From the early 1970s several organizations, most of them US- 
based, established a presence in Kenya and proceeded to implement family 
planning projects to supplement the government's efforts. The results of their 
efforts were often mixed. In one case it was disastrous. 
Tim Black arrived in Kenya in 1971 representing Population Services Inter- 
national (PSI) and developed a project to test the potential for social marketing 
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Table 4.4 Number of clinics providing family planning services and number of clinic 
visits and acceptors by method, Kenya, 1967-74 


Clinic visits Acceptors 
(in thousands) (in thousands) 


Year No. of clinics First visits Revisits All visits Pill IUD Other All methods 


1967 56 u u u u 11 u u 
1968 116 EZ 18 30 5 4 0.2 9 
1969 202 30 73 103 9 15 2 26 
1970 ZS Bo 114 149 10 18 3 ot 
1971 246 41 139 180 ai 10 4 41 
1972 223 45 L72 217 34 5 4 43 
1973 298 50 211 261 os 5 5 47 
1974 GAS 51 Zon 283 39 5 Sa 49 


u = data are unavailable. 
* 3,000 of these clients, or some 60 percent, accepted injectables. 
Source: MOH from ROK Statistical Abstracts 1975, pp. 205-267. 


of contraceptives as a complementary distribution system to the public health 
services. He chose to implement the project in Meru district and collaborated 
with FPAK. When the Kinga’ Project was launched in 1972, it sponsored bal- 
loon and condom blowing competitions in an effort to familiarize people with 
the condom. The marketing was aggressive. The project, however, ran into 
trouble when parents discovered their children buying condoms and inflating 
them. The Ministry of Health was notified and Tim Black had to leave the country 
before the end of the year. It would take more than two decades before another so- 
cial marketing project could be developed and implemented in Kenya. 

In contrast to this, the Program for Better Family Living, also established 
in 1972, was directed by Eric Krystall and funded by the United Nations Food 
and Agriculture Organization. The objective was to integrate population edu- 
cation in agriculture, food, nutrition, home economics, and other rural develop- 
ment programs by training community workers and providing information to 
local policymakers and administrators so that these opinion leaders would 
communicate this understanding to the people with whom they worked. Most 
observers believed that the project was well conceived and implemented and 
that the integrated nature of the program ensured that it was effective and ac- 
ceptable to the people. When FAO funding ended four years later, most observ- 
ers expected the program would be absorbed by the Ministry of Agriculture or 
the Ministry of Social Services. Because of in-fighting among the many minis- 
tries, however, it ended up in the Ministry of Finance and Economic Planning, 
which had no program implementation responsibilities whatsoever. 

Monitoring and Evaluation. As indicated earlier, the 1967 policy did not 
address the issue of monitoring and evaluation. However, after the national 
family planning program was initiated, the statistics section of the MOH intro- 
duced clinic record cards, which were to be used by all family planning clinics. 
The cards collected basic information at the first visit such as name, age, mari- 


KENYA’S POPULATION POLICY 135 


tal status, education, number of pregnancies, previous contraceptive practice, 
and medical history and examination. They also provided information on dates 
of revisits. Because there was no information on continuation rates for pill us- 
ers or retention rates for IUD acceptors, the overall effectiveness of the national 
program could not be evaluated. By 1974, however, less than 2 percent of 
women of reproductive age were using a modern method of contraception. In 
addition to the efforts of the statistics unit, information was also derived from 
population censuses and demographic surveys, although long time lags were 
experienced in getting the necessary information to policymakers and 
implementers. 

Effectiveness of the Policy. The years from 1967 to 1979 witnessed an in- 
crease in the total fertility rate and in the rate of population growth, as docu- 
mented in Table 4.5. These developments were contrary to the 1967 population 
policy prescription, which aimed at reducing fertility and, hence, the popula- 


Table 4.5 Stated goals and achievements of Kenya’s population policy 


Goals Achievements 
1967 1969 1979 
1. Reduction of population growth rate from 3.3 

percent to 3.0 percent in 1979 se 3.8 
2. Reduction of total fertility rate 7.6 8.0 
3. Reduction of under-five (child) mortality 192 157 
4. Reduction of maternal mortality na na 
1984 1989 1993 


1. Reduction of population growth rate from 3.8 


percent to 3.3 percent by 1993 3.4 o.4 
2. Reduction of total fertility rate from 7.9 

(no target specified) 6.7 5.4 
3. Reduction of under-five (child) mortality from 

140 per 1,000 vy 96 
4. Reduction of maternal mortality na na 
Additional Goals 1989 1993 


1. Reduction of rural-urban and rural-rural migration 
2. Motivate males to adopt and practice family planning 
3. Improve women’s access to: 


—higher education ° b 
—remunerative employment (modern sector) from 17.8% 20.9 Ae | 
4. Promote IEC activities v » 
5. Ensure availability of contraceptive services 
(improved CPR) 2h 33 
6. Enhance counseling, examination, and follow-up 
of contraceptive users Significant Significant 
7. Train service providers : Significant 


na=information not available. 
"Not significant. 
bPartially successful. 
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tion growth rate. The population growth rate had been expected to decline 
from 3.3 percent in 1969 to 3.0 percent by 1979; instead an increase to 3.8 per- 
cent was recorded. Drastic declines in mortality, particularly child mortality, 
undermined the expected decline in the population growth rate. 

The ineffectiveness of the population policy during this period was the 
result of several factors: 

—The population policy was developed and adopted with minimal local 
input and little or no public discussion by policymakers, opinion leaders, or the 
general population. The formulation of a population policy with an economic 
rationale and with high-profile external influence so soon after political inde- 
pendence generated political opposition to the policy and the subsequent fam- 
ily planning program. 

—Population growth was perceived by policymakers and bureaucrats as 
a purely medical concern. The MCH/FP program emphasized improving ma- 
ternal and child health and ignored providing family planning services or gen- 
erating demand for the services. 

—The decision to make the Ministry of Health the sole implementer of the 
policy impeded the effective involvement of other key government ministries 
and agencies. The involvement of other agencies concerned with family plan- 
ning would likely have provided additional avenues for those willing to use 
contraception to implement their decision. 

—Given the perception that the population issue was a medical one, the 
family planning program was clinic-based. This imposed various restrictions 
on the population in terms of accessibility: potential users had to travel long 
distances to reach family planning facilities, and the waiting time at the clinics 
was long due to the shortage of personnel. These constraints constituted a 
major barrier to the acceptance of family planning. As documented by results 
of the 1977/78 Kenya Fertility Survey, only 7 percent of women of reproductive 
age were using family planning methods, ten years after the official adoption 
of the policy. 

—The opposition of Christian and Muslim religious leaders to the provi- 
sion of modern family planning methods hampered efforts to increase the ac- 
ceptance of family planning. They felt that the use of modern family planning 
methods was against the will of God and, if widely accepted, would under- 
mine the social and moral fabric of the society. 

—Widespread pronatalist attitudes hindered the effective implementation 
of the policy. The desired family size by 1978 was high, children were highly 
valued as economic and social assets, and the benefits of having children were 
believed to far outweigh the costs. Children provided security in old age, guar- 
anteed lineage survival, and provided the needed labor for agricultural and do- 
mestic activities. 

—The government’s commitment to provide free health and education 
services to the eligible population reduced the real costs of these services at the 
family and individual levels. This strengthened the general pronatalist attitude 
among the population. 
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—Apart from the economic shocks arising from the oil crises in 1974 and 
1978, the economy continued to thrive. The negative impacts of the high popu- 
lation growth rate were not always evident. 

The World Bank also documented the following reasons for the ineffec- 
tiveness of Kenya’s population policy from 1967 to 1979: 


The first 10-15 years were devoted to creating [a] basic MOH network of facilities 
and staff. Primary health centers were scattered throughout the countryside to 
provide MCH/FP services for those who desired them. It was essentially a pas- 
sive, clinic-based system operated by medical personnel. Efforts to create an outreach 
program did not get very far. Logistics, IEC, research and evaluation components of 
the program were weak and often neglected. (World Bank 1992: 50) 


Finally, the 1977/78 Fertility Survey underscored the lack of effective in- 
formation, education, and communication strategies during this period: 


In general, it appears that attitudes of Kenyan women toward fertility control are 
negative. A dramatic change in the general attitude toward family planning will 
only come if there is an intense and far reaching national commitment to educate 
women, create work responsibilities outside the home, and encourage the social 
acceptability of small families. (CBS 1980: 143) 


The 1980-89 Period 


Implementation. By 1980, economic stagnation made it clear to policymakers in 
Nairobi that something more drastic had to be done to control the rate of popu- 
lation growth. The major bilateral and multilateral donors that had been urging 
Kenya to implement an effective family planning program were becoming 
impatient. The World Bank in particular, which had been providing assistance 
for Kenya’s MCH programs, began to put considerable effort into convincing 
Kenya’s leaders of the importance of reducing population growth. In 1974, the 
Bank had been able to persuade the government to launch a major family plan- 
ning effort to which the Bank provided the major share of support. Other ac- 
tivities of the Bank included policy dialogue, sector work, and conditions 
attached to Kenya’s second structural adjustment loan. 

These critical activities were designed to “persuade” the Kenyan govern- 
ment to create a coordinating agency for population activities outside the 
health ministry, to get Kenya to integrate family planning into the “main- 
stream” of Ministry of Health projects, and to motivate officials to “liberalize” 
the rules applicable to birth control. A 1992 World Bank report summarized the 
Bank’s contribution to the Kenyan program as follows: 


Starting in 1974, four projects have been funded. The first two provided funds to 
the Ministry of Health (MOH) to establish a network of rural health facilities and 
training schools; family planning components in these projects were weak and 
largely ignored during implementation. During this period, the population 
growth rate actually increased. The third and fourth projects have had more sub- 
stantial components related to population and family planning, but were initiated 
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too late (1988 and 1989) to have influenced the change in fertility trends. The sec- 
ond strand of Bank inputs has involved policy dialogue, sector work, and efforts 
to influence the evolution of the programme in a variety of ways. Examples of the 
latter included successful efforts to persuade the Government to establish an inter- 
ministerial coordinating agency for population outside the MOH (included as a 
condition in the second structural adjustment loan), and then provide it with more 
responsibilities; and efforts to persuade the MOH to liberalise guidelines for pro- 
viding contraceptives, to integrate FP into the mainstream of MOH activities, and 
to offer sterilisation services. Both strands of work have been important compo- 
nents of an overall package that included technical assistance and commodity 
support from other donors and, perhaps most important, clear signals from 
Kenya’s president that family planning was to be taken seriously. Could the Bank 
have done anything to speed up this process? While far more effort could have 
been made to develop effective IEC, outreach, monitoring, evaluation, and re- 
search components, the Bank pressed the Government fairly strongly on many of 


these issues and seems to have taken advantage of opportunities as they emerged. 
(World Bank 1992: 5) 


Institutional Capacity-Building. This period witnessed the creation of the 
National Council for Population and Development (NCPD) in 1982. The NCPD 
was given a comprehensive mandate for formulating population policies and 
strategies and coordinating population activities aimed at reducing the 
country’s population growth rate. Its specific terms of reference included: 

—to determine priorities in the field of family planning and population 
and development activities in relation to the social and economic policies of the 
government; 

—to advise the government on national population policy, including gen- 
eral planning and application of available financial resources; 

—to plan, supervise, and coordinate an interagency, multimedia informa- 
tion and education program aimed at spreading family planning knowledge 
and practice and improving maternal and child health; 

—to promote public understanding and acceptance of the concept of fam- 
ily planning and small family size and to promote research into the social, cul- 
tural, and economic aspects of population planning and development; 

Exercising its mandate to oversee the implementation of the population 
policy, the NCPD initiated interministerial collaboration and sought the partici- 
pation of nongovernmental organizations. The NGOs—such as the Family 
Planning Association of Kenya and the Christian Health Association of 
Kenya—were invited to provide supportive clinic-based services, IEC cam- 
paigns, and community-based services. | 

Given the fact that the creation of the NCPD was driven by external forces 
(donors), the Council started off with severe constraints when it came to entic- 
ing nongovernmental organizations and government ministries to participate 
in the population program. There were some reservations about the role of the 
Ministry of Health vis-a-vis the Council, and the Council staff lacked expertise 
in population dynamics. In spite of these constraints, the Council gradually 
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gained the trust of NGOs. Family planning subcommittees at the district level 
were used to sensitize policymakers and bureaucrats. Population experts in 
various technical committees assisted by providing guidance. By the end of 
this period, several ministries were involved in the program. A 1988 evaluation 
report noted that the NCPD had been most successful where its operations 
improved coordination of the national population program and somewhat less 
successful when its operations increased centralized control over components 
of the programs (Phillips and Kiragu 1988: 116). 

The government formulated a District Focus for Rural Development Strat- 
egy in 1983. This strategy aimed at decentralizing development planning, bud- 
geting, and supervision and coordination of the government’s development 
activities at the district level. District Development Committees were estab- 
lished as primary policymaking organs as well as monitors of project imple- 
mentation. In 1985, following the successful organization of the first leaders’ 
conference in Nairobi, the NCPD established District Population Offices to fa- 
cilitate the decentralization of the population program. A subcommittee on 
population and family planning was also set up in each district with the re- 
sponsibility of monitoring the population policy agenda and developing dis- 
trict population plans. 

Resource Availability. The 1980s saw further increases in the number of 
health facilities, particularly during 1985-90. The period from 1980 to 1985 was 
affected by adverse economic conditions, which resulted in the deceleration of 
the growth rate of the GDP and hence in government revenue. In this period do- 
nor demand grew for the implementation of structural adjustment programs. 

Political Will and Commitment. With the realization that socioeconomic de- 
velopment was being hampered by rapid population growth, serious discus- 
sions regarding the population issue were initiated. Two leaders’ population 
conferences were held, in 1984 and 1989. These conferences, which brought to- 
gether policymakers, bureaucrats, religious leaders, and community leaders, were 
instrumental in shaping political opinion and commitment. Then-Vice President 
Mwai Kibaki made the following comments at the 1984 conference: 


Kenyans have no choice but to control the galloping population. . . . It is logical 
that if we do plan all other aspects of our life, food production, expansion of 
health facilities, development of education opportunities, greater productivity in 
agriculture and industry, then it must surely be rational, logical and necessary that 
family size itself be planned. 


However, a substantial proportion of leaders were still hesitant to give public 
support to government initiatives to control the population growth rate. There 
was concern about the impact of the population program on the size of various 
tribal groups. Others felt there was no land shortage to warrant curbing the 
population growth rate, despite the fact that only one-third of the land has ag- 
ricultural potential. 

The Kenyan government became a signatory to several international 
agreements. It endorsed policies and action plans agreed upon during the In- 
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ternational Conference on Population held in Mexico in 1984 and the World 
Conference on Women held in Nairobi in 1985. It signed a statement on popu- 
lation stabilization in June 1985. 

Service Delivery Strategies. The Ministry of Health continued to provide 
most of the family planning services. Community-based distribution programs 
were launched and a program of subsidized sale of contraceptives in urban 
areas was initiated. The participation of NGOs, women’s groups, and private 
health providers was actively promoted and enhanced. However, the service 
delivery remained dominantly clinic-based. A 1989 survey of contraceptive avail- 
ability in 11 districts showed that 93 percent of respondents were within three 
hours’ travel time to a source of family planning services, with the majority (68 
percent) indicating a government hospital or clinic and a sizable minority (28 
percent) citing field educators or family planning distributors as the source of 
supply. The study also showed that these sources started providing contraceptive 
services around 1983 (Hammerslough 1992) 

Monitoring and Evaluation. The issue of effective monitoring and evaluation 
was addressed in detail in the 1984 policy guidelines. Most agencies, including 
the Ministry of Health, were instructed to set up reliable management informa- 
tion systems. A population census and a Demographic and Health Survey were 
carried out in 1989. 

Effectiveness of the Policy. As observed earlier, this period started off with the 
revelation from the 1979 census that the population was growing even faster than 
had been projected. Future socioeconomic prospects were threatened, and the need 
to effectively address the population issue became paramount. It was also during 
this period, however, that the initiation of a demographic transition became appar- 
ent (Cross, Obungu, and Kizito 1991; Kizito et al. 1991: 4-7), with sharp declines in 
both the TFR and the population growth rate (see Table 4.5). This unexpected turn 
of events was facilitated by several factors: 

—The government recognized that the population problem was multidi- 
mensional and complex. A comprehensive implementation framework that 
entailed diversity in the relevant agencies became a paramount strategy. 

—Campaigns to sensitize political and religious leaders and bureaucrats, 
carried out in 1984 and 1989, exposed leaders to the challenges posed by a 
rapid population growth rate and constraints experienced in effectively imple- 
menting the family planning program. The recommendations made by leaders 
provided a springboard for political mobilization of the population in support 
of the family planning program. 

—The expansion of the service delivery system improved access to family 
planning services. The contraceptive prevalence rate increased from 7 percent 
in 1980 to 27 percent in 1989. 

—The resource base was strengthened by tapping financial and material 
support, particularly from the World Bank, USAID, and UNFPA. This but- 
tressed the establishment of more family planning facilities, research activities, 
training of personnel, and dissemination of research findings. 
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—Enhanced monitoring and evaluation activities assisted in improving 
the program by identifying major constraints and gaps (CBS 1984; NCPD 1989). 

—tThe total fertility rate declined to 6.7 and the desired number of children 
decreased to 4.8 by 1989 as compared to 8.1 and 6.5 in 1977/78 respectively. 

Although appreciable achievements were realized in reducing fertility and 
the population growth rate, the envisaged targets were not fully met. Factors 
such as inadequate resources provided to the family planning program, inad- 
equate participation of men in the program, and minimal attention given to the 
needs of youth still constrained the effectiveness of the family planning program. 

The goal to reduce rural-urban and rural-rural migration was also not 
met. The rapid increase in the rural population necessitated accelerated migra- 
tions. The population in the major urban centers grew faster than had been an- 
ticipated. However, the 1979-89 period provided the initial impetus and a 
conducive environment for effective implementation of the policy. Both politi- 
cal and socioeconomic forces enhanced policy effectiveness. 


The 1990-93 Period 


Institutional Capacity-Building. The NCPD continued to enjoy supreme author- 
ity in the management of population activities. However, the provision of fam- 
ily planning services remained primarily the responsibility of the Ministry of 
Health. The participation of the NGO community was sustained and encouraged. 

Resource Availability. An appreciable increase in the number of health fa- 
cilities was realized during this period. The number of hospitals increased from 
268 to 309, the number of health centers almost doubled, and the number of 
dispensaries increased by 45 percent. This expansion was the result of effective 
collaboration among NGOs, the government, and the communities at large 
(particularly community contributions to self-help projects). In spite of this 
development, the number of health personnel—particularly those involved in 
family planning activities—remained inadequate. 

Political Will and Commitment. With the advent of a multiparty democracy 
during the early 1990s, the various political party manifestos in 1992 under- 
scored the importance of curbing the rapid population growth rate. Each of the 
political parties addressed the population growth issue. 

Service Delivery Strategies. The service delivery system remained predomi- 
nantly clinic-based and mainly under the control of the Ministry of Health. The 
role of community-based programs was further enhanced. 

Monitoring and Evaluation. The activities initiated during 1980-89 to create 
effective management information systems were accelerated. A Demographic 
and Health Survey was carried out in 1993 to ascertain levels of fertility, infant 
and child mortality, and the contraceptive prevalence rate. 

Effectiveness of the Policy. The period after 1989 saw a continued reduction 
in fertility and population growth rates and an increase in contraceptive use, as 
shown in Table 4.5. By 1993 the total fertility rate had declined to 5.4, the con- 
traceptive prevalence rate had increased to 33 percent, the desired number of 
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children had declined to 3.7, and the population growth rate is estimated to 
have declined to 3.2 percent (NCPD 1994). On the other hand, the unmet need 
for family planning services had increased and the reproductive health issues 
of youth had not been addressed—largely because of the attitudes of religious 
leaders and policymakers. Issues pertaining to women’s empowerment had 
not received the attention they deserved. 

Legal Perspectives. Until 1983, the provision of family planning services— 
particularly prescriptions—was the domain of medical doctors. This restriction 
constrained the availability of services in rural areas, where the majority of the 
population live. The role of nonphysician health personnel in the provision of 
family planning services was enhanced through the repeal of the Nurses, Mid- 
wives, Health Visitors Act in 1983, which had previously hampered their effec- 
tive involvement in the provision of family planning services. The Act (No. 3 of 
1983) provided for the training, registration, enrollment, and licensing of 
nurses and midwives to ensure their maximum participation in the provision 
of health services, including family planning. 

The laws related to the manufacture, sale, advertisement, and use of contra- 
ceptives have been favorable since 1983. Today, no taxes or duties are imposed on 
the procurement of materials to manufacture contraceptives and on their sale. The 
laws related to abortion emphasize that procuring or facilitating abortion is il- 
legal unless the mother’s life is in jeopardy. 


Lessons Learned, 1967-93 


It is now generally accepted that Kenya has entered a period of sustainable 
fertility decline along with Botswana and Zimbabwe in east and southern Af- 
rica. The Kenyan fertility decline probably began in the early 1980s, but cer- 
tainly no later than the mid-1980s. John Caldwell has observed that the most 
favorable socioeconomic indicators for reaching the threshold of decline appear 
to be at least 89 percent of all children born surviving to five years of age and 
at least 30 percent of adult girls attending secondary school. He also noted 
among the indictors (a) an adequate national family planning program with 
over 25 percent of currently married women practicing family planning em- 
ploying modern methods; and (b) the backing of government, especially the 
head of state, encouraging women to practice family planning so that, even in 
male-dominated societies, they increasingly assume responsibility for contra- 
ceptive decisionmaking (Caldwell, Orubuloye, and Caldwell 1992; Caldwell and 
Caldwell 1993). This set of conditions was reached in Kenya in the early 1980s. 

Kenya has always been fortunate in having donor resources readily avail- 
able for its population and family planning efforts. Why, then, did it take so 
long before the fertility rate began to decline? In the first place, it is almost 
certain that Kenya underestimated the magnitude of the problem when it for- 
mulated its population policy shortly after independence. This is partly ex- 
plained by the highly visible influence of foreigners in the policy formulation 
and program implementation stages and the absence of public debate on the 
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issue of population growth. Second, the infrastructure needed to be put in 
place to effect the declines in infant and child mortality and to educate girls 
beyond primary school level. Third, the political leadership needed to change 
so that a president was chosen who was supportive of the policy and gave 
leadership and direction to the family planning program, making it possible to 
develop and implement strategies for increasing the accessibility of family 
planning information and services. Thus, although the population policy was 
ineffective from 1967 to 1979, the health and educational policies were ex- 
tremely successful. The success of the health policy compounded the popula- 
tion problem and brought it to the attention of policymakers. The success of 
health, education, and economic policies created the conditions that produced 
the decline in fertility during the 1980s. 

The efficacy of implementation strategies has varied over the years. The 
perception during 1967-80 that the population issue could be addressed effec- 
tively by the health sector alone was unrealistic, given the demands on that 
sector. Hence, the establishment of the National Council for Population and 
Development as a coordinating body and the effective involvement of NGOs 
and other government ministries enhanced the implementation of the policy 
after 1984. Perhaps the most important lesson learned from the implementation 
phase is that the implementation of population policy requires public involve- 
ment, commitment of resources, and the political support to forge ahead with 
the agreed-upon agenda. A population policy, like any other public policy, 
should also be comprehensive and consistent in content; should promote the 
development of an appropriate institutional infrastructure; and should have a 
timetable for expected targets, with precise and realistic expectations in terms 
of demographic, socioeconomic, political, and cultural environments. 

The measurement of the population policy’s effectiveness seems to have 
been driven by the envisaged targets and the efficacy of the implementation 
strategies. With the exception of the rate of population growth, the policy re- 
mained vague about the precise level of fertility to be achieved at each point in 
time (except for the partial revision made during the leaders’ conference in 1989) 
and about the indicators to be used to ascertain the achievement of socioeconomic 
and family planning goals. These gaps have precluded a strictly objective measure- 
ment of the policy’s effectiveness. 


THE POPULATION PROBLEM TODAY AND PROPOSED SOLUTIONS 


Although the prior analysis of policy prescriptions and the assessment of how 
they were implemented and achieved have provided some insight into pertinent 
issues, this study would not be complete without seeking the views of affected 
constituents. Interviews were held with executives of NGOs, government bureau- 
crats/technocrats, religious leaders, and end-users on several issues. 

Interviews without prior selection were held with many of the executives 
of NGOs involved in the population program. Bureaucrats/technocrats within 
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the government were selected on the basis of their involvement in the imple- 
mentation of the population policy as collaborators with the National Council 
for Population and Development. The study included religious leaders of 
Christian, Muslim, and indigenous groups. The Central Bureau of Statistics’ na- 
tional sample master frame was used to randomly select households in 
Nairobi, South Nyanza, Kakamega, Meru, Nyeri, and Kilifi. These areas repre- 
sented districts where fertility was high (Kakamega and South Nyanza) and 
districts where significant declines in fertility had occurred (Meru and Nyeri). 
Nairobi was included to represent the urban environment. 


Perceptions of the Most Challenging Problems 


Nearly half (45 percent) of the implementers (NGO executives) and bureau- 
crats perceived the major problem as being an economic crisis, followed by the 
rapid population growth rate (32 percent), unemployment (22 percent), poverty 
(14 percent), and political instability and food shortages (12 percent). 

Sixty-five percent of the religious leaders perceived the problem as being 
an economic crisis, followed by large population size (26 percent), threat of 
diseases (particularly HIV/AIDS), high cost of medical services, inadequate 
education and political instability (22 percent), and unemployment (17 percent). 

The end-users, regardless of age and sex, did not list rapid population 
growth or population size among the problems facing the country. The biggest 
challenge to them was the economic crisis, particularly the high inflation rate, 
political instability, food shortages, and unemployment (mostly among men). The 
survey was carried out at a time when the country was facing numerous economic 
and political challenges, which perhaps influenced views of end-users. 


Defining the Population Problem 


The current definition of the population problem was diverse in the views of 
policymakers, implementers, and end-users. About 60 percent of the imple- 
menters and bureaucrats /technocrats believed the population problem was very 
serious. They felt that the population growth rate was above sustainable levels as 
far as the economic base of the country was concerned, and they narrowed the 
problem to high fertility. This perception echoed the government's underlying 
concern over its inability to meet the population’s basic needs. 

The religious leaders endorsed the view that the population problem was 
very serious (about 50 percent of the respondents). They felt that the problem 
had been caused by a high population growth rate and inadequate family plan- 
ning services. 

The end-users, on the other hand, perceived the population problem to be 
predominantly the large population size and the high birth rate, as shown in 
Table 4.6. 

These perceptions explicitly and implicitly define the current population 
problem as a high population growth rate that cannot be sustained, as reflected 
by Kenya’s prevailing adverse socioeconomic conditions. 
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Table 4.6 Percent distribution of end-users’ perceptions about population issues 
facing Kenya, according to age group and sex 


15-24 25-29 30-34 35-39 40+ 
Type of Problem Men Women Men Women Men Women Men Women Men Women 


Large population size 75 65 62 58 63 66 73. 78 60 67 
High population 


growth rate — 2 — = — 6 4 — 4 1 
High birth rate 13 8 11 5 2 8 2 8 7 
Population has been 

controlled/not a 

problem — 9 13 16 19 10 19 6 9 6 
Don’t know — 1 — 3 4 2 — | 1 1 
No comment — 5 9 7 4 5 6 8 7 6 
Other 12 10 2 9 10 3 5 5 11 12 
Total percent 100 100 100 100 «100 «100 «6100 «#100 «#100~=« 100 


Total number 8 97 47 114 54 96 Si Fis. 88 


Perceptions of the Effectiveness of the Government’s Response 


The majority of the bureaucrats/technocrats, implementers, and religious lead- 
ers underscored the fact that the government had been in the forefront in 
building family planning facilities and providing services. The implementers, 
particularly those from the NGO community, indicated that the government 
had not addressed the issue of youth access to family planning information 
and services. They also felt that the government had allocated minimal finan- 
cial resources to the population program. A little more than half of the end- 
users who were interviewed—about 51 percent of the men and 54 percent of 
the women—praised government efforts to provide free family planning ser- 
vices, as highlighted in Table 4.7. 


Perceptions of the Role of NGOs 


The role of NGOs in implementing the population program was viewed as 
complementary to government efforts by bureaucrats/technocrats, religious 


Table 4.7 Percent distribution of end-users by opinion on how Kenya’s government 
was addressing the population problem 


Men Women Total 

Opinion (N = 303) (N = 466) (N = 769) 
Provides free family planning services 51 54 53 
Provides information on family planning 

through newspapers, Barazas (community 

meetings), radio, and TV 10 9 10 
Has built hospitals/clinics 1 3 | 4 
Has employed family planning agents - 2 2 
Organizes seminars on family planning 3 a 3 
Other ao Fe | 30 
Total 100 100 100 


FOU 
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leaders, and the NGO executives themselves. They participated in IEC pro- 
grams, service provision, personnel training, and research. 


Perceptions of the Role of End-Users 


The bureaucrats, NGO executives, and religious leaders whom we interviewed 
acknowledged that individual end-users expressed an awareness and accep- 
tance of family planning. Participation in community-based distribution programs 
was cited as a major contribution that individuals were making to the program. 
Religious leaders considered women to be more concerned and involved than 
men, which was viewed as a major bottleneck given the power that men have in 
imposing their opinions on decisions pertaining to population dynamics. 


Interviewees’ Proposed Solutions 


The survey of end-users and other participants revealed few reasons for the 
ineffectiveness of population policy during 1967-80 or for its effectiveness dur- 
ing the later period. The responses indicate that current circumstances seem to 
be in harmony with the policy prescriptions, hence the policy is expected to 
continue successfully. The interviewees made various suggestions when they 
were asked for opinions on how the government should approach the popula- 
tion issue. Table 4.8 shows the views expressed by NGO executives. 
Recommendations specified in the table emphasize the importance of IEC, 
integration, funding, and socioeconomic development. 7 


The majority of the bureaucrats/technocrats made the following recom- 
mendations: 


— Incorporate family planning into the school curriculum. 


— Include a family planning program in the development plan with a 
clear indication of the allocated resources. 


Table 4.8 Specific recommendations by Kenya’s NGO executives 


Recommendation Percent 
Create more awareness through IEC 42 
Focus activities on both men and women, including youth 33 
Government should become more articulate in involving the MOH 

and other ministries 25 
Increase funding to the population program Zh 


Educate opinion leaders on population issues and urge them 
to educate the public 21 


Influence traditional societies through outreach programs 
to enhance local participation at 


Improve the standard of living of the people by providing high-quality 
health care services, training people in small-scale businesses, and 
developing sparsely populated areas zi 


Increase the number of Population Program Officers 17 


Conduct more research in family planning and disseminate findings 
to implementing agencies 17 
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— Strengthen District Population Committees by providing more trained 


personnel and equipment, such as vehicles. 


— Encourage local people, especially men, to participate more actively in 


population programs. 
Assign a Population Officer to each district and each division. 
Stress basic health for program success. 


Develop clear government legislation on the number of children a 
couple should have. 


Intensify programs, particularly community-based distribution programs. 
Eradicate traditional practices such as polygamy and sex preference of 
offspring. 

Tax large families and give incentives to small families. 

Effectively monitor funds allocated to population programs. 


Initiate income-generating projects so that the population program can 
be self-sustaining after donor support is withdrawn. 

Establish population departments in the following ministries: Culture 
and Social Services; Labor and Manpower Development; Health; Agri- 
culture, Marketing, and Livestock Development; Environment and 
Natural Resources; and Education. 


Establish collaboration, to be well coordinated by the Ministry of Plan- 
ning and National Development. . 
Incorporate local interests and cultural values in the service delivery 
and information strategies. 


Bureaucrats and technocrats believed that the future success of the popu- 
lation program depends on availability of resources, integration of the family 
planning program into other programs, and effective community participation. 

Religious leaders made the following recommendations: 


Educate the general public to understand their role and responsibilities 
with regard to the population issue. 

Promote lectures and seminars on development and population issues. 
Expand educational facilities, particularly technical institutions. 
Increase funding to the population sector. 

Enhance participation and collaboration among the government, 


NGOs, and religious groups. 


— Provide more trained personnel who can travel from house to house to pro- 


mote awareness of family planning and to recruit men into the program. 


— Build more industries in rural areas and improve the infrastructure in 


order to provide employment. 


__ Offer incentives such as education and health service subsidies to those 


with small families. 


End-users recommended promotion of IEC activities, building more clin- 
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ics, and providing more field personnel. They asserted that these provisions 
would make their use of family planning methods easier or likelier. 

Various respondents concurred that the most important issues to be tack- 
led in the future were the establishment of more family planning facilities, re- 
cruitment of more personnel, enhancement of IEC programs, and availability of 
adequate financial resources. Some emphasized improvements in institutional 
collaboration and enhancement of community participation. - 

Table 4.9 integrates the recommendations made by the various 
interviewees to highlight areas of concurrence. 


Table 4.9 Proposed solutions to Kenya’s population problem, as expressed by the 
interviewees 


NGO Bureaucrats/ Religious — End- 


Recommendation executives technocrats leaders users 
ee pe ke 
Create more awareness among the general 

public through IEC XxX X Xx 
Focus activities on men, women, and youth X Xx XxX 
Involve the MOH and other ministries Xx X 
Increase funding to and intensify the 

population program X Xx X 
Educate opinion leaders on population issues XxX 


Use outreach strategies to influence traditional 
societies and enhance community participation; 
incorporate local interests and cultural values within 


service delivery and information strategies X Xx 
Provide high-quality health care X Xx 
Increase the number of Population Program 
Officers Xx XxX 
Step up research on family planning and 
disseminate findings to implementing agencies XxX 
Incorporate family planning into the school 
curriculum XxX xX 
Include family planning in the development plan X 


Strengthen District Population Committees with 
more trained personnel, materials, etc. xX 


Introduce legislation on acceptable number of 
children per family X Xx 


Eradicate traditional practices such as polygamy 


and sex preference of offspring X 
Monitor funds allocated to the population program XxX 
Establish/encourage multisectoral collaboration X X 
Expand educational facilities, especially technical 
institutes x 
Increase number of trained family planning 
personnel, especially fieldstaff xX Xx 
Promote socioeconomic development and improve 
the rural infrastructure X Xx 
Offer incentives to small families and family 
planning users XxX xX 4 
Build more family planning clinics Xx 
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RECOMMENDATIONS 


This review of Kenya’s population policy comes at a propitious time. The 
agenda agreed upon at the 1994 International Conference on Population and 
Development expanded the scope of the population issue beyond family plan- 
ning programs to issues pertaining to its integration into development strate- 
gies; to gender equality, equity, and the empowerment of women; to the 
environment; and to reproductive health. Moreover, Kenya’s long-awaited fer- 
tility transition is underway. These developments pose diverse challenges for 
the formulation of future population policies. The findings presented in this re- 
port provide useful insights into the challenges faced during the evolution and 
implementation of policy to date. The proposed expanded role of Kenya’s 
population policy is discussed below to indicate implications for future policy- 
making. 


Policy Formulation 


— Bureaucrats, implementers, religious leaders, and end-users concur 
that the cardinal objective of further reducing the population growth 
rate and overall fertility to sustainable levels is critical for individual 
and societal wellbeing. This concern should constitute the core of the 
future policy framework. Substantial improvements in the design and 
implementation of family planning programs will be required to guar- 
antee easy access to good quality services. 


— Meeting the family planning and reproductive health needs of adoles- 
cents is a great challenge. Policy should articulate appropriate IEC and 
service delivery strategies to enhance youth participation in population 
programs. 


— Women’s empowerment should be emphasized, particularly the en- 
hancement of female educational attainment and access to remunera- 
tive jobs. 


— Policy should address issues pertaining to migration and urbanization, 
specifying acceptable migration and urbanization patterns. 


— Given the AIDS pandemic, it is of vital importance that reproductive 
health issues be included in the policy framework. 


— Attempts made in 1984 and 1989 to establish targets for various com- 
ponents of the policy should be improved upon by assuring that ap- 
propriate indicators of progress are stipulated. Future monitoring and 
evaluation systems should collect data on fertility and mortality levels 
(particularly child mortality). Socioeconomic data should include edu- 
cational attainment, school enrollment, access to and affordability of 
reproductive health services, contraceptive prevalence rates, and gov- 
ernment and family expenditures on social services. This will provide 
a yardstick for measuring performance and create a sense of responsi- 
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bility and accountability among implementing agencies and the public 
sector in achieving their assigned goals. 


Implementation 


Successful implementation of future policies will depend heavily on the follow- 
ing factors: 

— Adequate domestic resource allocation to the population sector will be 
required, in order to enhance political will and commitment to the 
population program. The current dependence on international donor 
funds is not a healthy situation. 


— The establishment of more family planning and health facilities, as 
well as the recruitment and training of additional personnel to satisfy 
the demand for family planning and health services, will assist in 
implementing the policy. 


— The IEC program should be expanded and improved to reach the ma- 
jority of the population, with special emphasis on youth and men. 
More culturally relevant strategies should be developed such as the 
production of IEC materials in various languages and the use of post- 
ers that realistically depict fertility-related behavior and needs in vari- 
ous communities. 


— Education for girls and women and participation in income-generating 
activities for women should be stressed by providing more secondary- 
level educational facilities, technical training, and access to credit facili- 
ties. This will require the effective participation of the educational, 
industrial, and commercial sectors, among others. 


— Community-based programs should be encouraged for effective pub- 
lic participation in the implementation of the policy. The drastic decline 
in the desired number of children during the last decade has created a 
conducive environment for implementing family planning programs. 
This opportunity should be fully exploited. 


— Monitoring and evaluation activities should be enhanced in order to 
provide up-to-date insights into the performance of the population 
program. 


FUTURE PROSPECTS 


End-users’ Aspirations 


In response to adverse socioeconomic conditions affecting the population, Ken- 
yans have opted for lower fertility, as evidenced by the current demographic 
transition. End-users’ aspirations to achieve higher socioeconomic status, 
higher education for their children, and better health for their families provide 
the requisite environment to accelerate demographic transition. 
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Developments After the International Conference on Population and 
Development 


Since the International Conference on Population and Development, the 
Kenyan government has taken important steps to sensitize policymakers and 
implementers on the actions agreed upon at the conference, and has subse- 
quently prepared a revised “National Population Policy for Sustainable Devel- 
opment.” This Sessional Paper has been cleared by the Cabinet and has been 
tabled in Parliament for ratification. The sensitization process entailed formal 
presentations of the conference report, with emphasis on the actions expected 
to be taken by governments to achieve stipulated goals and targets. The delib- 
erations during the presentations set in motion the preparation of the draft re- 
vised policy document. 

In contrast with the previous tendency for the government to formulate 
population policy without the involvement of diverse groups, the current 
policy has been formulated in collaboration with various stakeholders. 
UNFPA-funded national workshops and regional seminars, held in 1995, solic- 
ited input from a variety of constituents. This change of approach was de- 
signed to include the input of NGOs and the public in order to alleviate 
suspicions that previously undermined the commitment essential for effective 
policy implementation. 

The revised policy acknowledges the ineffectiveness of the 1967 policy and 
the substantial achievements that have been made since 1984. It takes into ac- 
count other relevant policies: the health policy framework (ROK 1994), the 
reproductive health strategy, and policies on advocacy and IEC in setting the tar- 
gets to be achieved by the year 2010. 

The Kenyan government plans to assume responsibility for providing a 
greater proportion of required resources for implementation through budget- 
ary allocations to relevant ministries. However, the private sector and the gen- 
eral public will also be encouraged to share the cost of the program. The role of 
international donors (World Bank, UNFPA, European Union, DFID, USAID, 
GTZ) in the implementation of the policy is mainly envisaged to be the fund- 
ing of various activities and provision of technical support. 


CONCLUSION 


Kenya’s first and subsequent population policies have been justified largely on 
neo-Malthusian rationales that defined development in socioeconomic terms 
and predicted dire consequences for society as a whole if the country’s popu- 
lation growth rate was not brought into line with its resource capacity. It also 
emphasized government responsibility in establishing vigorous family plan- 
ning programs to reduce fertility. This is consistent with the prevailing interna- 
tional politics of population, which in the 1960s regarded high population 
growth rates in the third world as an urgent global problem and recommended 
population policy as a significant vehicle for economic development. It was 
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also believed that large-scale family planning programs offered a feasible and 
cost-effective policy response. The population control advocates had their 
greatest concentration in the United States with institutions such as the Popu- 
lation Council playing a leading role. Thus Kenya’s population policy in the 
mid-1960s was a testing ground in sub-Saharan Africa. The presentation and 
implementation of the policy, however, was based largely on the maternal and 
child health benefits of family planning because of the fierce opposition to the 
policy. 

Donald Warwick (1982) has noted that the belief in the effectiveness of 
voluntary family planning as an instrument of policy was based on simplistic 
assumptions about the economic and social roles of children in developing 
countries, the motivation of women to use contraception, and their ability to 
make independent decisions about childbearing, to find sources of self-esteem 
outside the family, and to communicate freely with their husbands about fertil- 
ity control. Throughout the 1960s and 1970s Kenya’s family planning program 
proved to be weak and ineffective as an instrument of policy implementation. 
Even when Kenya’s population growth rate became the highest in human his- 
tory and there was external pressure to reduce the rate of growth, it is to 
Kenya’s credit that there was never a temptation to adopt an involuntary or 
coercive family planning program or to introduce incentives as a means of in- 
creasing the effectiveness of the policy. 

Between the time Kenya articulated its first population policy in 1965 and 
1975, only four other sub-Saharan African countries had adopted an official 
population policy. During the 1970s and 1980s, the most remarkable changes in 
the development of population policy occurred in sub-Saharan Africa. By 1988, 
32 countries had adopted or were in the process of developing an official policy 
to limit their population growth. This widespread adoption of population poli- 
cies resulted in part from the conviction of governments that their population 
was growing at an unprecedented rate far beyond their resource capacity, but 
also from subtle and sometimes overt pressure from bilateral and mutilateral 
donors. Empirical evidence was also beginning to suggest that the adoption of 
a policy alone had only limited effect on fertility behavior unless it was sup- 
ported by wider policy measures and greater availability and use of family 
planning services. 

Despite the ongoing fertility transition in Kenya, the population is pro- 
jected to increase from the current 25 million to over 54 million by 2050. More 
than half of Kenya’s population is below the age of 20. Such a youthful age 
structure carries with it a substantial momentum. Kekovole (1996) estimates 
that by 2050, population momentum would have contributed 68 percent of the 
population growth since 1995, far greater than the 26 percent that would result 
from unwanted fertility and the 6 percent from high desired family size. There 
are no simple policy options to reduce the impact of momentum effectively. In- 
creasing female education and helping adolescents to avoid early pregnancies 

by providing them with information and family planning and reproductive 
health services offer the most practical and humane options. 
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Throughout human history and in virtually all societies, women with 
unwanted or unplanned pregnancies have turned to induced abortion to avoid 
unwanted births. Where abortion is legally restricted, as in Kenya, the propor- 
tion of abortions that are unsafe is high. Despite the lack of reliable statistics, it 
is reasonable to estimate that because of the rapid increase in contraceptive use 
in the last decade and a half and because no reversible contraceptive is 100 per- 
cent effective in practice, unsafe abortion has played a significant and probably 
underestimated role in Kenya’s fertility decline. Although equally difficult to 
quantify, Kenya has a high prevalence of sexual coercion and abuse of women. 
This includes sexual abuse within marriage and abuse of minors. In addition to 
the violation of basic human rights, a signifiant proportion of the abuse results 
in unwanted pregnancy. Estimates vary, but unsafe abortion may be respon- 
sible for as much as 25 percent of maternal morbidity and mortality in Kenya. 
The situation appears to be worsening and public discussion of the issue is al- 
most nonexistent. Although it is likely that improved quality and access to 
family planning services would reduce high rates of abortion, even widespread 
and high-quality family planning services will not eliminate the demand for 
abortions. Because the majority of users of contraceptives obtain their supplies 
through government sources, it is important that women, especially poor 
women, who have signified their intention to limit their fertility through use of 
contraception are not condemned to resort to illegal and unsafe abortion. 

The findings of this study have underscored the need for a comprehensive 
and integrated policy framework that includes all the requisite ingredients. The 
most important lesson learned, which other sub-Saharan African countries can 
emulate, is that policy formulation and implementation are dynamic processes 
and that the mobilization of political and public commitment, availability of 
resources, institutional development, effective monitoring and evaluation strat- 
egies, and accelerated socioeconomic development constitute the major compo- 
nents of an effective population policy. 

Kenya’s rate of population growth is poised to decline further. The invest- 
ments made in education, health, and family planning programs provide a 
solid basis for a sustainable decline in fertility. However, substantial additional 
investments will need to be made in the family planning program to address 
the unmet need for contraception and to address the overlapping issues of 
family planning and sexually transmitted diseases and HIV/AIDS transmis- 
sion. In particular, in the light of the ICPD plan of action, Kenya's policymakers 
will have to address three issues more directly and effectively: adolescent sexu- 
ality, unsafe abortion, and sexual coercion and abuse. The three issues have a 
common, human rights foundation and they remain highly emotive and sensi- 
tive subjects in Kenya. 
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Notes 


1. Although the colonial administra- 
tion recognized the importance of reliable 
population statistics for policy and plan- 
ning, the censuses conducted in 1911, 1921, 
1926, and 1933 did not attempt to enumerate 
Africans and Somalis. 


2. The team consisted of R. K. Ander- 
son, Director of Technical Assistance, Popu- 
lation Council, as Team Leader; Ansley 
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Mexico's Population Policy 


and Demographic Dynamics: 
The Record of Three 
Decades 


Over the last 30 years, Mexico’s demographic dynamics 
have changed dramatically. The decline in fertility rates in Mexico has been 
comparable only with declines in Colombia, Indonesia, and China (Nortman 
1985; Ross, Mauldin, and Miller 1993). Mexico’s fertility began to drop in the 
late 1960s from 7.0 children per woman—an unusually high level, considering 
international levels of the period. As a traditional society in the process of indus- 
trialization, with a large agrarian population, strong Catholic traditions, and wide- 
spread poverty, the country was an unlikely candidate for fertility transition 
(Urquidi 1989). However, the achievements of the continuously expanding 
population program are hardly questionable: contraceptive use increased from 
30 percent in 1976 to 48 percent in 1982 and 66.5 percent in 1995 (CONAPO 1994 
and 1996), and the total fertility rate (TFR) dropped to 2.7 in 1995. 

The demographic impact of the family planning program may be ob- 
served in the age distribution of the 1990 population, which shows a significant 
reduction in the size of younger age groups (0-9 years of age) despite a slight 
decline in the infant mortality rate during the previous decade. Evidence from 
demographic surveys demonstrates that large shares of the population actively 
practice contraception, mainly to limit fertility. To achieve its demographic 
goals, Mexico has undergone radical changes in its political and programmatic 
approaches. First, political development in Mexico, including the increasing 
participation of active groups within the civil society, led to a constitutional 
amendment in the early 1970s establishing the right of couples to regulate their 
fertility. Second, the constitutional amendment initiated a process of institu- 
tional development in which agencies directly involved with population issues 
have undergone continuing consolidation and expansion. Third, population 
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programs have evolved in conjunction with the provision of health services at 
large, so their reach has expanded to increasingly larger shares of the popula- 
tion. Fourth, with the consolidation of service provision institutions, new chal- 
lenges were set to increase their productivity, efficiency, and performance. 
Finally, by 1994, following the worldwide trend established by the Programme 
of Action of the International Conference on Population and Development to 
minimize the demographic emphasis of family planning programs and to di- 
rect service provision toward satisfying the reproductive health needs of the 
population, policies began to emphasize integrated services with a higher pub- 
lic health impact. Reproductive health services are now defined to include the 
right of all to control their fertility safely and effectively, to have safe pregnan- 
cies and deliveries, to have and raise healthy children, to understand and enjoy 
their own sexuality, and to avoid diseases or death related to sexual or repro- 
ductive practices. 

This is not to say that the evolution of the Mexican population policy has 
been smooth. Activists in the field suffered the benign neglect of politicians in 
the 1960s, survived the ferocious attacks of opponents in the 1970s, and en- 
dured the arbitrary usurpation of their functions by bureaucrats in the 1980s. 
Policies themselves have been restated on several occasions over the last 30 
years, oftentimes flying in the face of the needs evidenced by past trends. Pro- 
grams have also been under considerable strain, aggravated by an active oppo- 
sition to, and a narrow understanding of the purpose of family planning 
programs. 

Although the Mexican population program has made important advances, it 
failed to achieve the demographic target, established in the late 1970s, to reach a 
population growth rate of 1.3 percent by 1995, which it was hoped would lead to 
an even lower growth rate of 1.0 percent by the year 2000 (CONAPO 19738). 
Some authors argue that this failure was largely due to a limited understand- 
ing of the country’s demographic dynamics (Aguirre 1986). However, an hy- 
pothesis that has scarcely been analyzed is that the failure to meet 
demographic targets was largely due to a diminished performance by the na- 
tional family planning program. Two arguments in favor of this latter hypoth- 
esis are the nature of unmet need for contraception, which is discussed in the 
following sections, and the widening gap between rural and urban patterns of 
contraceptive use that was observed during the same period (CONAPO 1994; 
Paz 1993). The 1995-2000 National Population Program has established the 
following targets: “The goal for demographic growth in the country is to reach 
a natural growth rate of 1.75 percent by the year 2000 and 1.45 percent in the 
year 2005. This demographic dynamic entails total fertility rates of 2.4 and 2.1 
children per woman, respectively. The level of fertility established for the year 
2005 is equivalent to the intergenerational replacement level, which is the goal 
that commands programmatic strategies in this matter” (CONAPO 1995: 60). 

The impressive achievements of the Mexican population control program 
should not obscure its major flaws and limitations in demographic planning 
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and implementation. Population policies in Mexico are incomplete, contradic- 
tory, and uncoordinated. They are incomplete because they have focused mainly 
on a single demographic variable—fertility—with little or no attention given to 
migration and urbanization policies (Aguilar 1987). Health and education poli- 
cies have traditionally been considered public services rather than policy areas, 
as illustrated by Frenk (1994) for the health sector. (For an alternative view of 
health policies see Sen, Germain, and Chen 1994 and Castaneda 1992). The 
policies are contradictory because, while major efforts are directed at fertility 
reduction, other social policies, mainly concerning education, housing, and 
social security, provide uniform subsidies to families regardless of their size. 
For example, enrollment in the public education system, educational materials, 
and subsidized uniforms are provided for all families regardless of the number 
of children. Designated “social interest” housing units are provided for large 
families, and financial schemes to subsidize this type of housing are designed 
by using a family norm of three or four children. Medical insurance is pro- 
vided free of charge to all families regardless of size. In this sense, these poli- 
cies provide indirect incentives for higher fertility. Finally, the policies are un- 
coordinated because, although a central body directs all demographic planning 
efforts, in reality each social and economic sector establishes goals, objectives, 
strategies, and programs, independent of federal regulations. For instance, re- 
gional and urban development policies fail to consider the official demographic 
targets. 

The major obstacle to adequate demographic planning in Mexico is prob- 
ably the limited capacity of responsible government agencies to implement the 
proposed programs and to enforce their own policies. Government emphasis 
on planning has resulted in vast bureaucracies and regulatory offices that com- 
municate with one another only in writing. In short, the Mexican government 
has, for the most part, done little more than pay lip service to demographic 
planning. The following brief account of achievements over the last 30 years 
illustrates the limited success of such rhetoric. 


STAGES OF DEVELOPMENT OF MEXICO’S POPULATION POLICY 
The Pretransition Years: 1936-50 


Along with the process of nation-building during the nineteenth and early 
twentieth centuries, the Mexican constitutions and laws incorporated a demo- 
graphic or population component to the extent that they emphasized the need 
to achieve “national integration,” “colonization” of inhabited regions, “ethnic 
amalgamation,” and social and economic wellbeing for all nationals without 
discrimination. 

Three factors may be associated with the strong emphasis of Mexico’s 
constitutions on national integration (that is, the incorporation of hundreds of 
indigenous groups into the social, political, and economic life of the country, 
including political participation, voting, education, and job opportunities for 
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indigenous populations). The first factor is the physical geography of the coun- 
try, which is mountainous and difficult to reach in the south, and desert-like in 
the north. The geography of the country is such that several rural regions are 
difficult to reach, stimulating the dispersion of populations and hindering the 
access that isolated populations have to education and employment (social 
integration) as well as to transportation routes and the means to make produc- 
ers and consumers readily accessible to each other (economic integration). The 
second factor associated with the emphasis on national integration is embed- 
ded in the history of the country, which involved massive destruction and the 
dispersion of large indigenous populations as a result of direct military con- 
frontations between natives and conquerors (Cook and Borah 1971). The third 
factor is the making of the modern Mexican state, not only as a guarantor of 
citizens’ rights and obligations, but also as a driving force of development and 
progress (Meyer 1974). 

Sandoval (1994) argues that Mexico’s population concerns during the 
early twentieth century resembled those of Italy and Germany in the late nine- 
teenth century in their emphasis on demographic expansion, territorial occupa- 
tion, and the consolidation of borders and frontiers. According to Sandoval, 
such demographic aims were especially relevant in the context of the events of 
the first 100 years of the independent country, which included the loss of half 
of its territory to an expanding neighbor; ten years of civil war that led to a 
European intervention; the establishment of an ephemeral empire in the coun- 
try that unchained guerrilla warfare nationwide; and, finally, an extended pe- 
riod of consolidation of a modern state and economy, which, unable to reduce 
social and economic inequalities, led to the first social revolution of the twen- 
tieth century (Gonzalez Navarro 1974). 

An additional factor that encouraged the pronatalist policies of Mexico’s 
post-revolutionary governments was the large toll in human life taken by the 
revolutionary violence of the years 1910-21. As noted by McCoy (1974b), dur- 
ing the pre-World War II period population growth was generally regarded as 
an asset rather than a constraint to development. Finally, the demographic 
impact of mortality decline was not entirely acknowledged until its conse- 
quences were apparent to large shares of the population. 

The first Population Law in Mexico, established in 1936, emphasized three 
main goals: (1) the need to increase population size, (2) the need to populate 
inhabited regions, borders, and frontiers, and (3) the promotion of education 
and health services to achieve national integration (Loyo 1960). The demo- 
graphic drive of this law was justified by the growing demands created by the 
country’s industrial and agricultural development. Compared with the alterna- 
tive of promoting international inmigration to satisfy labor demands, demo- 
graphic growth of the native population represented the political success of 
national integration and the effective amalgamation of heterogeneous popula- 
tions. The need to colonize territories was justified to the extent that large ter- 
ritories such as the northern border area and the Yucatan peninsula remained 
uninhabited until the second half of the twentieth century, after which rapid 
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growth began. (Today, northern border cities such as Tijuana and Ciudad 
Juarez are among the most dynamic in the country. Also, tourist and industrial 
centers have been developed in the Yucatan peninsula, leading to higher popu- 
lation density there.) Finally, the need to promote education and health services 
was justified on the grounds of national integration and “ethnic amalgam- 
ation” of the numerous indigenous groups dispersed in the national territory. 

The first Population Law of Mexico failed to evolve into a formal popula- 
tion program coordinating related activities throughout the country. However, 
this law facilitated the development of a political and ideological language that 
valued extended families and high fertility, and that justified several programs 
related to migration, colonization, agrarian reform, industrialization, health, 
social security, and education. Activities conducted in this area were supported 
by the 1936 Population Law, but cannot be considered an articulated strategy 
derived from the law. 

Early population policies were pronatalist to the extent that they discour- 
aged contraceptive use, information, and services through either direct prohi- 
bitions or neglect. The instruments of this policy included incentives to large 
families, increased migration, and restrictions on contraceptive distribution. 
Among the incentives to high fertility were the provision of family allowances 
that, in practice, rewarded large families, and active immigration programs to 
populate the northern states. The restrictions to contraceptive use included the 
requirement, established by the Sanitary Code, to distribute contraceptives 
only under medical prescription, restrictions on the manufacture of contracep- 
tives, and the prohibition of family planning advertisements. 


The Transition Years: 1950-73 


Starting in the 1950s, during the postwar baby boom, demographers antici- 
pated the consequences of rapid growth. “Overpopulation” became a major 
international concern. Population policies throughout the world became cen- 
tered around the problem of population growth either in opposition to the prin- 
ciple of population control or in favor of controlled growth (Bondestam 1980). 

Mexico remained a pronatalist country during the postwar years, mainly 
justified by the fact that the rate of economic growth until the early 1960s was 
twice that of population growth. The large demand for labor in an expanding 
economy and the perennial need to populate uninhabited regions remained the 
major political reasons to support a growing population. An additional factor 
was the idea that a larger population meant a stronger economy, an idea that 
the state inherited from the Mexican Revolution. 

During this period the economic optimism that accompanied rapid eco- 
nomic growth, and the notion that unlimited expansion to uninhabited regions 
was possible, supported pronatalist governmental policies. The official stand 
was that governmental policies should aim to improve the standards of living 
for the entire population and to achieve a just distribution of wealth, rather 
than reduce the size of the population. During the presidency of Adolfo L6pez 
Mateos (1958-64), the administration allowed pharmaceutical companies to 
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produce and market oral contraceptives, and the first private family planning 
association, the Family Wellbeing Association (Asociaci6n para el Bienestar de la 
Familia), was opened. During the administration of President Gustavo Diaz 
Ordaz (1964-70), other groups initiated population-related activities, a world- 
wide population debate was occurring, and the negative consequences of un- 
controlled growth were increasingly apparent, so that by the mid-1960s the 
government faced, for the first time, population growth as a public issue. 
During the administration of President Diaz Ordaz, public family plan- 
ning services became available, though without the aim of controlling popula- 
tion growth. Family planning activities in Mexico date back to 1959 when the 
Family Wellbeing Association installed the first family planning clinic in the 
country. Under the new name of Asociacién Pro-Salud Maternal, the Association 
implemented three rural programs and a research project on contraceptive de- 
velopment. In 1965, the Foundation for Population Studies (Fundaci6n para 
Estudios de la Poblacion A.C., FEPAC) started offering contraceptive services 
through four clinics in Mexico City. By 1974 the Association had 29 centers in 
the capital city and 69 clinics throughout the country. During the early 1970s, 
FEPAC was handling 80 percent of contraceptive distribution, prior to the es- 
tablishment of public services (CELADE and CFSC 1972). FEPAC also pio- 
neered social studies on family planning and abortion in Mexico. Reportedly, 
the first postabortion contraceptive services were provided at the then-largest 
maternity hospital in Mexico City, the Women’s Hospital (Hospital de la Mujer). 
The Mexican Institute of Social Security (Instituto Mexicano del Seguro Social, IMSS) 
also provided contraceptive services, mainly aiming to control illegal abortion. Fi- 
nally, other public institutions such as hospitals of the armed forces and the In- 
stitute of Social Security for Federal Employees (Instituto de Seguridad y Servicios 
Sociales para los Trabajadores del Estado, ISSSTE) also provided contraceptives. 


The Stage of Institution Building: 1973-78 


During the early 1970s, under the administration of President Luis Echeverria, 
the government established the first national family planning service under the 
general rubric of “responsible parenthood” and “family planning.” The major 
turnabout in population policy was a constitutional amendment establishing 
that “every person has the right to decide freely, responsibly and on an in- 
formed basis, the number of children he or she may have.” In December 1973 
President Echeverria promulgated the General Law of Population, which initi- 
ated a new stage in the history of Mexican population policy. The law estab- 
lished as a general objective the need to “regulate phenomena affecting the 
population in terms of volume, structure, dynamics and distribution in the 
national territory, so that it can have an equitable and fair share of the benefits 
of social and economic development.” To coordinate and reinforce population- 
related activities, the same law called for the formation of the National Popu- 
lation Council (Consejo Nacional de Poblacion, CONAPO), with the mandate of 
regulating all governmental and nongovernmental activities in the field of 
population. 
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The idea of population “regulation” along with economic and social regu- 
lation may be better understood within the context of the centralized planning 
ideology prevalent among post-revolutionary policymakers and popular 
among academic institutions. The “regulatory” approach to solving social and 
economic problems may be seen in other areas such as employment, health, 
education, and urban policies. Changes during this period were more signifi- 
cant than those of earlier periods to the extent that they indicated the political 
will to tackle a traditionally neglected problem and insofar as new laws, pro- 
grams, and norms established the necessary institutional setting for the devel- 
opment of fertility control agencies and service provision programs. 

The following major changes were included in the 1973 law: 

1. Concerning demographic growth, population “regulation” rather than 
control was emphasized. This term is a key element in understanding the pur- 
pose of the law, which is to adapt population-related activities to match the 
ultimate objective of the law—the population’s welfare. Implicit in the concept 
of “regulation” is the idea that demographic growth needs to be matched by 
economic growth, and that reduced fertility is not a policy objective per se. 

2. The law called for active governmental participation in population 
programs, which were conceived as a component of the government's social 
and economic planning responsibilities. In contrast with previous beliefs, the 
demographic factor was understood to be an inherent component of social and 
economic development. 

3. The two major areas of intervention are population growth and popu- 
lation distribution. The scope of governmental intervention includes (a) con- 
cerning population growth, all “proximate determinants” of fertility, mainly 
family planning programs, and (b) concerning regional distribution of the 
population, “structural intervening factors” that affect urban and regional de- 
velopment. 


Expansion and Increased Efficiency: 1978-94 


In 1977 the national family planning program established a demographic target 
aiming to reach an annual growth rate of 1.0 percent by the year 2000, and corre- 
sponding intermediate goals for each administration. The same plan called for the 
establishment of a National Coordinating Committee of the Family Planning 
Program, which would be responsible for setting the objectives and goals of the 
program, and coordinating public and private activities in the contraceptive 
field. Following the articulation of this aim, the 1978-82 National and Regional 
Demographic Policy established explicit growth targets, even at the regional 
level (CONAPO 1978). To achieve the demographic target for the year 2000, the 
policy proposed to reduce the growth rate from the 3.2 percent observed in 
1976 to 1.8 percent by the end of President Lopez Portillo’s administration 
(1982). Accordingly, the policy called for a more organized national family 
planning program and for the design of a nationwide sex education program. 

The 1978-82 National and Regional Demographic Policy strongly empha- 
sized migration and population redistribution. It even included targets and 
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goals concerning population distribution by the year 2000. Not surprisingly, 
such goals were soon ignored as more extensive social and economic planning 
got underway. 

By 1980, two years after it was founded, the National Coordinating Com- 
mittee of the Family Planning Program was dismantled and in its place the 
General Directorate of Family Planning (DGPF) was created within the Minis- 
try of Health. In 1995, the DGPF was transformed into the current General Di- 
rectorate of Reproductive Health, with the mandate of integrating all services 
related to reproductive health into a single regulating office. 

From the point of view of policy formulation, it is necessary to stress the 
demographic policy’s target-setting aim. “The first objective,” according to the 
1978-82 document concerning fertility reduction targets, “is based on the fact 
that, although the development of Mexico required a large population size 
during the previous decades, reaching a growth level of around 3.5 percent 
yearly during the 1960s, our present and future require a slower population 
growth to make it more adequate to our real prospects of development” 
(CONAPO 1978: II). The rationale for target-setting was to make consistent 
demographic and social-economic programs, within a concept of “integrated 
planning,” which was prevalent among planners during the late 1970s. 

Moreover, the role of target-setting was to make both planning and 
intersectoral coordination more efficient. Although we now know that demo- 
graphic targets can be the source of and inspiration for compulsory and ill-directed 
programs, at the time targets were regarded as useful instruments for program 
planning and evaluation. They aroused few objections during the period, either 
internally or internationally. Furthermore, targets represented parameters for 
evaluation that were valued by donors and service providers alike. 

During the 1984 International Conference on Population, held in Mexico, 
the official position was that principles contained in the World Population Plan 
of Action, promulgated in Bucharest in 1974, were still valid, in particular the 
relationship between population and development. During the 1984 Confer- 

ence, Mexico stressed that the benefits of reduced population growth should 
translate into economic development. More importantly for subsequent policy 
formulations, Mexico proposed: “Demographic targets are not an end in itself. 
The evaluation of the Plan [of Action], both at the national and international 
levels, should refer primarily to its qualitative objectives” (CONAPO 1984: 62). 
Mexico opposed demographic targets to the extent that they failed to consider 
other “qualitative” factors, such as regional development and improvement of 
living conditions. Current critics of goal-setting argue that demographic targets 
ignore women’s reproductive health needs and emphasize program needs 
rather the population’s needs. The Mexican argument at the International Con- 
ference on Population was different: targets were criticized on the grounds that 
they ignored positive consequences that slower growth should have on eco- 
nomic and social development. Nonetheless, Mexico still has a demographic 
goal of reaching a growth rate of 1.75 by the year 2000 and 1.45 by 2005 
(CONAPO 1995: 60). Family planning targets and goals of numbers of users, 
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on the other hand, have had a decreasing significance since 1984 in program 
evaluation, although they remain in use. 

During the Conference, Mexico also stressed the interregional imbalances 
and inequalities in mortality, fertility, and migration. Mexico called for better 
founded policies and operational instruments for policy implementation, 
which may “overcome the purely qualitative level of demographic provisions” 
(CONAPO 1984). The basic means to achieve this aim, it was argued, were the 
promotion of demographic research and the establishment of regional State 
Population Councils. 


The Reproductive Health Approach: 1994-Present 


The 1995-2000 National Population Policy is a more coherent and comprehen- 
sive policy document than any yet elaborated in Mexico. It includes an in- 
formed and well-designed analysis of the demographic situation of the country 
and synthesizes current knowledge on reproductive preferences, contraception, 
internal migration, population distribution, and family and women’s status. It 
identifies challenges for population policy and, accordingly, sets objectives and 
strategies. 

The major objectives of this policy are as follows: 

1. Promote the idea that the demographic transition should be congruent 
with social and economic development. This objective includes activities to 
continue mortality and fertility reduction, such as the family planning, health, 
and information/education/communication (IEC) programs, and other activi- 
ties aimed at increasing the quality of life and wellbeing of the population. 

2. Promote population distribution adequate to the potential of regional 
development. This includes the creation of rural and urban development poli- 
cies and activities. 

3. Promote integral development of the family—that is, gender equality, 
responsible parenthood, nonviolence, and equal opportunities for all family 
members to study and work—through programs oriented toward improving the 
quality of life and ensuring equal rights and obligations of all family members. 

4. Promote women’s participation in economic, educational, social, cul- 
tural, and political development. 

5. Contribute to an improved quality of life and wellbeing of indigenous 
populations. 

6. Promote an awareness of demographic goals and their importance, in- 
cluding (a) an understanding of the relationship between population growth 
and economic development, (b) an awareness of the burden of large families, 
especially among the poor, (c) an awareness and knowledge of contraceptive 
methods, (d) an understanding of the constitutional right to decide one’s fam- 
ily size, and (e) an awareness of the constraints that high fertility imposes on 
women. 

Recommendations of the 1994 International Conference on Population and 
Development were a contributing factor to establishing norms for the provision 
of reproductive health services. Soon after ICPD, health service institutions, 
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like the Ministry of Health, changed the names and functions of family plan- 
ning and maternal and child care offices to include the words “reproductive 
health.” In Mexico ICPD provided a language and justification to develop a 
more comprehensive approach to women’s health needs. It should be acknowl- 
edged, however, that in Mexico, in contrast to several countries in Africa and 
Asia, health services provision is not the exclusive responsibility of one agency 
or another. The basic health package offered by the Ministry of Health to rural 
communities, for instance, includes nine programs ranging from vaccinations 
to infectious diseases, serving women in general, mothers, children, and babies. 
IMSS and ISSSTE, which are social security institutions, operate under a fam- 
ily-based service provision model, have family clinics that provide required 
services to all family members, and offer medical consultations to provide com- 
prehensive health services. 

But this wide range of services is the ideal. In reality, services are mainly 
provided on an individual basis, attempting to solve a client’s needs during a 
specific medical consultation. Rarely do service providers inquire about addi- 
tional needs that women may have, nor do they screen for other services po- 
tentially required by clients. A recent study conducted by the INOPAL project 
of the Population Council evaluated a sample of 500 consultations observed at 
clinics of the Ministry of Health. In 70 percent of the cases, only the service 
requested by the client was provided at the time of the consultations. 

In the case of Mexico, ICPD provided an international framework to make 
effective a service provision model that was intended to satisfy health needs of 
women and families, rather than to offer a specific service, such as family plan- 
ning. Also, the widening international retreat from programmatic target-setting 
has decreased the importance of the number of contraceptive users as the main 
indicator for program performance among governmental institutions. ICPD 
called on service provision institutions to fulfill their declared aim: to satisfy 
women’s health needs and to provide comprehensive health care. In other 
words, ICPD did not introduce a new concept in Mexico, but reinforced the 
idea that such service provision should be a reality and not mere rhetoric. 

As a result of several years of groundwork and the favorable climate of 
opinion created by ICPD, in 1994 the Ministry of Health established medical 
norms concerning procedures and standards that family planning services 
should meet nationwide. Similar norms have been developed for pediatric 
care, maternal and infant care, and other reproductive health services. Al- 
though medical norms have long existed, and are part of medical and para- 
medical training programs, the institutionalization of service provision rules 
allows for the development of nationally uniform service provision, supervi- 
sion, monitoring, and training and evaluation practices, and encourages more 
consistent quality standards. The “Official Mexican Norm of Family Planning 
Services” aims to “make uniform family planning service provision principles, 
operation criteria, policies and strategies.” As such, family planning is pro- 
vided within a broader framework of reproductive health and aims to mini- 
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mize health risks for women, men, and children. Contraceptive services are 
considered a means to ensure “the right of every individual to decide in a free, 
responsible and informed manner about the number and spacing of their chil- 
dren, with absolute respect to their dignity” (SSA 1994). The establishment of 
this norm is relevant for future family planning service provision in the coun- 
try because of its legal, obligatory framework that public and private service 
providers should follow. 

Of course, the extent to which service providers will follow the prescribed 
norms and the extent to which the Ministry of Health will enforce its ruling 
nationwide remain to be seen. Institutional, social, and economic constraints 
will greatly limit the government's capacity to ensure compliance with the es- 
tablished standards in service provision by the thousands of doctors, nurses, 
and other paramedical personnel who distribute contraceptive methods or 
provide family planning services. Certainly, it will take several years to educate 
service providers about the content and meaning of the prescribed norms, and 
to make sure that the increasing numbers of service providers are aware of and 
follow them. Compliance with established rules is contingent not only upon 
the political will to achieve a minimum standard of quality for reproductive 
health services, but also upon the development of health services in general. 


FACTORS AFFECTING POPULATION POLICY CHANGE 


Between the late 1930s and 1950, Mexico saw a period of rapid industrializa- 
tion and a high demand for labor, which helped to perpetuate a long-standing 
pronatalist policy that restricted access to contraceptive information, commu- 
nication, and supplies, stimulated high fertility, and increased the population in 
vast, already inhabited regions of the country. During the 1960s, Mexico 
strongly opposed international pressures to reduce population growth. Presi- 
dent Echeverria, who eventually enacted the 1973 Population Law, also ex- 
pressed strong pronatalist views during his administration at the State 
Department (Secretaria de Gobernacion) and while running for office. McCoy 
(1974b) reports that during his campaign, Echeverria reiterated his contention 
that Mexico needed more people, and “that we need to populate our country.” 
According to contemporary reports, such opinions affected family planning 
activities and plans importantly. However, without warning, in April 1972 the 
government announced a comprehensive national family planning program. 

It is difficult to attribute this change in the government's stance to any one 
factor. This section examines the combination of factors that contributed to the 
government’s change of course: (1) structural factors, including social, demo- 
graphic, and economic variables; (2) internal politics; (3) the role of interna- 
tional agencies; (4) the participation of private institutions, including 
nongovernmental organizations (NGOs); (5) the role of professionals, scholars, 
and other elite and pressure groups; (6) the role of the Catholic Church; and (7) 
the role of socialism. 


168 CARLOS BRAMBILA 


Structural Factors 

Several authors have speculated about the reasons for policy change in Mexico. 
Alba and Potter (1986) argue that the pronatalist views of administrations from 
1940 to 1970 were supported by (1) the comparatively high rate of economic 
growth, (2) institutional forces such as agrarian reform and the ejido system,} 
which enabled Mexico to accommodate a larger population, and (3) rapid ur- 
banization. They contend that the government changed its position because, by 
the late 1960s, economic growth had slowed considerably and problems related 
to excessively centralized urban growth began to be felt. This view supports 
the arguments advanced by two influential economists, Rail Prebisch and Vic- 
tor Urquidi, two decades earlier, prior to the establishment of the Mexican 
population program. In 1970 Prebisch argued against the hypothesis that eco- 
nomic and social development would control the population problem: “I do 
not believe that the free operation of economic forces will solve these acute 
problems [referring to the lag between economic and demographic growth], 
and I have said so for many years. . . . [I]t is necessary to consciously and de- 
liberately act upon demographic forces. . .” (Prebisch 1970: 274). 

At the time of the change in Mexico’s population policy, during the early 
1970s, the relationship between population growth and development was 
known in the academic literature, through influential studies (see e.g. Coale 
and Hoover 1958; Kuznets 1960). However, the specific mechanisms through 
which demographic growth constrains economic development were still under 
discussion. Scholars were debating the contribution of demographic growth to 
employment rates, income distribution, savings rates, and industrial produc- 
tion, as well as how these relationships affect social areas such as education, 
health, and the general wellbeing of the population. In fact, the major objection 
to population control programs was based on the argument that no direct rela- 
tionship exists between demographic growth and development per se: some 
scholars argued that an economic system can accommodate a larger population 
to the extent that mechanisms of industrial production change accordingly. 

Despite those arguments, Mexico’s decisionmakers and opinion leaders 
began to see that rapid population growth is related to economic and social 
development. To a large extent, the turnabout in the Mexican population policy 
was a matter of awareness on the part of policymakers about the implications 
of population growth. 

A retrospective view of the documents that informed the semi-public de- 
bate on population during the late 1960s and early 1970s reveals a range of 
attitudes about the need to reduce population growth. For example, the pro- 
ceedings from a major Latin American conference held in Mexico in 1966, with 
support from the International Union for the Scientific Study of Population 
(IUSSP), CELADE, the Economic Commission for Latin America (CEPAL), and 
El Colegio de México, show a broad range of opinions, both in favor of popu- 
lation control and pronatalist (El Colegio de México 1970). 
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Many of the arguments presented at this conference, along with other 
related public and academic forums, contributed to the general change in atti- 
tudes about demographic and economic interactions, and set the stage for a 
positive response to the policy changes to come. 

Information concerning the awareness of Mexico’s political leaders is 
scarce. One important study was conducted in the early 1970s by Pablo Pindas, 
who interviewed key political, economic, and social actors to measure attitudes 
toward the population problem (Pindas, n.d.). Pindas found a growing concern 
among leaders about population growth. Only a small group of conservative 
entrepreneurs objected to family planning on religious grounds. Among the 
interviewees, positive attitudes toward limiting population growth were asso- 
ciated with political liberalism. Further analyses were conducted at the Mexi- 
can Institute of Social Studies (IMES), an NGO, by a group led by Luis Lenero 
and Enrique Brito (Lenero et al. 1975; Lenero 1979). These studies provided 
evidence of a widespread acceptance among Mexican leaders of the need to 
regulate population growth. 

A major political actor in the transformation of population policies was 
Antonio Carrillo Flores, a former holder of the Finance and Foreign Affairs 
portfolios, who became Secretary General of the 1974 World Population Con- 
ference held in Bucharest. Flores, a political insider who had ties to academic 
and other interest groups, was the architect of the 1973 Population Law. He 
was an adviser to President Echeverria on population issues and was Mexico’s 
representative at the Bucharest Conference. 


Internal Politics 


Some analyses of the role of social factors in policy formation are speculative 
and submit scarce evidence (Marquez 1984). A more systematic approach is 
presented by McCoy (1974b), who concludes that the turnabout in population 
policy fits an authoritarian decisionmaking model, to the extent that it was a 
decision made at the highest levels of the government independent of direct 
outside or inside pressures.” The policy decision thereby confirmed the role of 
the president as a patrimonial leader (“a benevolent patron who takes care of 
his people and who is beyond criticism”), says McCoy, and adjusted the form 
of the family planning program to fit the revolutionary elite’s nationalist and 
populist ideology—which favored nationalism, welfare for all, government 
intervention to improve people’s living conditions, and egalitarianism. In other 
words, family planning and contraceptive use came to be accepted by Mexican 
elites on the grounds that it was a means to achieve the welfare of the people, 
and not an end in itself. 


The Role of International Agencies 


Several international agencies were active in Mexico during the 1960s and 
1970s. The role of these agencies was to help implement the population policy 
rather than to change the policy itself. This is important because the timing of 
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the policy shift coincided with preparations for the 1974 Bucharest Conference. 
At that point Mexico accepted policy principles endorsed by the United States 
and other industrialized countries. From the point of view of several Mexican 
leaders, political and intellectual, such views were imperialistic and under- 
mined the sovereignty of Mexico and other Latin American countries. How- 
ever, it was the Bucharest Plan of Action that called for “a significant increase 
of international aid in the field of population, and urge[d] developed countries, 
and others that may be in the position to help, to increase their assistance to de- 
veloping countries” (UNFPA 1974: 104). 

Aside from the ideological discussion concerning the role of international 
agencies in the implementation of population policies, the fact is that during 
the early 1970s Latin America received more international population assis- 
tance than other regions of the world, mainly directed to support family plan- 
ning activities. According to Gonzalez (1978), the major recipients of 
international funds in Latin America in 1975 were Colombia (24 percent), 
Mexico (17 percent), Brazil (15 percent), and Costa Rica (8 percent), which ac- 
counted for 61 percent of the total regional population. According to Gonzalez, 
the total amount invested in population programs in 1975 was US$31.5 million 
(1975 dollars). The main donor in Colombia and Brazil was the International 
Planned Parenthood Federation (IPPF), with a reported $3.5 million and $3.9 
million in each country, respectively. Mexico, in contrast, received a reported 
US$5.4 million in 1975, with the UNFPA as a major donor ($2.9 million); the 
IPPF provided $1.9 million. 

According to McCoy (1974b), private recipients of international funds in- 
cluded the Maternal Health Association, the Foundation for Population Stud- 
ies, El Colegio de México, the Mexican Institute for Social Studies, and the 
American-British Hospital. Among public institutions he lists the National 
Autonomous University, the Women’s Hospital, the National Institute of Nutri- 
tion, and the Mexican Institute of Social Security. 

In Mexico, agencies such as the Ford Foundation and the Rockefeller 
Foundation, along with the development programs of the United Nations, had 
traditionally supported projects in agricultural areas, technological innovation, 
and infrastructure development. However, international financial resources to 
support the government’s family planning initiatives were not substantial 
enough for institution-building because, after Congress passed the Law on 
Population in 1973, governmental agencies such as the Ministry of Health and 
Welfare and the Social Security Institutes, and government-owned enterprises 
such as PEMEX (the national oil company), moved rapidly to incorporate fam- 
ily planning into their health services with their own resources. International 
funds proved more important in providing supplies and technical assistance to 
emerging institutions. In particular, the United States Agency for International 
Development (USAID) contributed funds to make contraceptives available 
through private and public sources, starting in the early 1970s. USAID also 
supported, beginning in the 1960s, pilot tests that led to the establishment of 
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nationwide family planning programs. In the case of the Ministry of Health, 
USAID supported a pilot study that contributed to the establishment of a na- 
tionwide community-based distribution system to provide services to rural 
populations (Coverage Extension Strategy, Estrategia de Extension de Cobertura). 
In the case of the IMSS, USAID in 1976 supported the initiation of a pioneering 
postpartum program and the introduction of a reproductive risk approach to 
family planning service provision. 

The Ford Foundation played a major role in human resource development 
and demographic research. A review of its population-related activities from 
1952 to 1985 explains that the Foundation was aware that “improvements in 
contraceptives and family-planning programs could not by themselves reduce 
excessive rates of population growth . . . and that the success of population 
programs would depend on millions of individual decisions by men and 
women making personal choices about sexual activities, contraceptives, and 
childbearing.” The review further states that “[t]hese choices are profoundly in- 
fluenced by how a family makes a living, by parents’ perceptions of their 
children’s chances of survival and their own expectations for old-age security, 
and especially by such factors as a woman’s education and her sense of her 
own opportunities.” The Foundation therefore adjusted its population program 
in 1980 to take these factors into account (Ford Foundation 1985: 29). 

Other international organizations, such as the Latin American Economic 
Commission and the United Nations, supported research and education insti- 
tutions dealing with population issues. UNFPA initiated activities in Mexico in 
1972, with the government’s agreement, to support the Foundation for Popula- 
tion Studies (Fundacion para el Estudio de la Poblacion, FEPAC), the IPPF affiliate 
in Mexico, in providing family planning services. In 1975, the Mexican govern- 
ment and UNFPA agreed on an expanded program of medical services for ma- 
ternal/child health (MCH) and family planning, and scheduled the project to 
run for five years (mid-1974 to mid-1979). Executed by the Pan American 
Health Organization in cooperation with the Ministry of Public Health and 
Welfare of the Government of Mexico, the program provided contraceptive and 
MCH services through 1,500 health centers around the country in 1975, with a 
planned, gradual expansion into rural areas (UNFPA 1990). 

By 1979, the UNFPA assistance program was emphasizing the extension of 
services into marginal urban and rural areas; strengthening the government's 
implementation, evaluation, and supervisory capacity at the central, state, and 
local levels; training, including training of community-level personnel; and 
assistance in the development of an IEC component. In 1988, a UNFPA direc- 
tory, Inventory of Population Projects in Developing Countries Around the World, 
listed more than 25 projects in Mexico directly under UNFPA support. Other 
active international institutions in the population field in Mexico included the 
World Bank, the World Health Organization, and bilateral agreements of the Ja- 
pan International Co-operation Agency, the British Overseas Development Admin- 
istration, and the Canadian International Development Agency. Nongovernmental 
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organizations included the Association for Voluntary Surgical Contraception 
(AVSC), the Center for Population Options, the Centre for Development and 
Population Activities (CEDPA), Development Associates, Family Health Inter- 
national, Family Planning International Assistance, the Institute for Interna- 
tional Studies in Natural Family Planning, the International Development 
Research Centre (IDRC), the International Planned Parenthood Federation, 
International Projects Assistance Services, John Snow, the Pathfinder Fund, the 
Population Council, the Program for Appropriate Technology in Health 
(PATH), the Rockefeller Foundation, Save the Children, and the University of 
Chicago Population Center. 


The Role of Private Organizations 


During the early 1960s, only one private family planning organization existed 
in Mexico—the Foundation for Population Studies, later to become the Mexi- 
can Family Planning Foundation (Fundacion Mexicana de Planificacién Familiar, 
MEXFAM), which is currently the IPPF affiliate in Mexico. To increase the role 
of the private family planning sector in Mexico and to organize the many small 
organizations providing health services to marginal populations, USAID in 
1973 initiated support of the Mexican Federation of Family Planning Associa- 
tions (FEMAP), an umbrella organization that included six affiliates in the late 
1970s and currently incorporates more than 40 organizations nationwide. Nu- 
merous FEMAP affiliates had been developed by spouses of prominent entre- 
preneurs who direct philanthropic efforts to family planning, health, and 
community development activities. 

Merrick (1989) suggests that “If donors’ expectations were that these ef- 
forts would yield a change in official policy and publicly supported program, 
the overt impact of these efforts was marginal.” Directors of the private family 
planning organizations disagree. M. Alfonso Lopez Juarez, the current director 
of MEXFAM, says, “The major impact at that time was on public opinion. 
FEPAC represented a small, liberal group defending a basic woman’s right, but 
had nationwide support among the population and among some political 
groups” (personal conversation). 

Merrick continues, “If the efforts of the population community had any 
influence on the policy turnabout that eventually occurred, it was more likely 
to have been channeled through key individuals in these institutions who had 
connections at the top of the PRI [Partido Revolucionario Institucional, Institu- 
tional Revolutionary Party] political apparatus by virtue of personal political 
ties or elite status” (1989: 13). Along these same lines, Nagel (1978) noted that 
President Echeverria’s wife, who arranged a series of family planning lectures 
sponsored by the National Institute for the Protection of Children, may have 
played a key role in changing his mind on this issue. Unlike Merrick, McCoy 
(1974b) stresses the deterioration of the country’s economic and political situ- 
ation and the rate of population growth as contributing to the policy change. 
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The Role of Intellectuals and Professional Groups 


In Mexico, intellectuals and scholars play an important role in policy change and 
development (Marquez 1984). Clearly, prominent scholars issued warnings about 
rapid population growth several years before it became fashionable to do so. The 
first academic center for demographic studies (Centro de Estudios Econémicos y 
Demograficos, El Colegio de México) was established in 1964, and by 1966 it con- 
ducted the first Latin American Regional Conference on Population, mentioned 
previously. Among the recommendations submitted at this conference was 


... the need to call attention in public and private organizations, national and in- 
ternational, to enlarge efforts to increase objective knowledge of the relationship 
between population and development. . . . Fertility control, to benefit families af- 
fected by the demographic disequilibrium, should be provided as a public service 
by all governments, regardless of the development strategy pursued. (Lerner 1970: 
443) 


Opinions and recommendations of prominent intellectuals were highly 
influential in shaping the 1973 Population Law. Academic and intellectual 
groups wielded such influence for at least two reasons: (1) intellectuals in 
Mexico traditionally have had a high standing and reputation and (2) the aca- 
demic and public sectors are highly conversant with each other. In Mexico in- 
tellectuals have a great deal of public trust, not infrequently in areas well 
beyond their expertise, and they expressed “informed” opinions concerning 
the nature of an “appropriate” population policy. 

Mexico’s intellectuals also played an important role in influencing ideas 
about demographic issues in their capacity as public officials, consultants, and 
advisers to high-level government officials. Likewise, prominent officials may 
teach courses or coordinate research while in office, or else return to the univer- 
sity while inactive in public life, enabling the cross-fertilization of ideas be- 
tween the academic and public spheres. Not infrequently, researchers direct 
their efforts to satisfying public-sector requirements. In the case of demo- 
graphic research, this translates into academic projects to study levels and 
trends in fertility and mortality. On the other hand, public-sector programs, 
plans, and evaluations draw heavily from academic projects. As of 1994 an 
inventory lists nearly 200 ongoing research projects in 34 research centers in the 
country (Benitez and Ramirez 1994).° 


The Role of the Church 


The Catholic Church proved uninfluential in the turnabout of the Mexican 
population policy. Although 95 percent of the population was Catholic at the 
time of the policy turnabout and the church expressed strong objections to a 
nationwide contraceptive distribution program, the point of view of the church 
is conspicuously lacking in the population debate in the country. Even the 
Vatican’s decree that men and women using any “unnatural” contraceptive 
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method would be violating church rule was apparently ignored by the increas- 
ing number of women practicing contraception. 

The lack of influence of the Vatican and the national ecclesiastical hierar- 
chy is attributable to two factors: (1) in contrast to most Latin American coun- 
tries, in Mexico since 1880 a separation has existed between the state and the 
church; (2) until 1992 priests were entitled to express their opinions only as 
common citizens and not in public forums as official religious representatives. 

Thus, the Mexican government was able to discuss and pass the 1973 law 
without considering religious matters. The politically prudent Mexican church 
refrained from launching an organized opposition to family planning and con- 
centrated on actively opposing, within the church itself, contraceptive use. This 
opposition, however, had little impact on individual fertility behavior. 

An additional factor that contributed to the lack of intervention by the 
church and the turnabout of Mexican demographic policies is that abortion 
issues were put aside in public discussion. Legalization of abortion was never 
an issue during the phase of policy formulation. On the contrary, contraceptive 
use was argued to be a means of avoiding and reducing reliance on induced 
abortion. By avoiding a controversy over abortion and dissociating contracep- 
tive use from a tolerance for abortion, the Mexican government avoided a more 
direct confrontation with the church. 


The Role of Socialism 


Finally, one factor that has not been analyzed adequately among the forces 
shaping President Echeverria’s change of mind is his populist orientation and 
the influence that the socialist models exercised on his thinking. One may specu- 
late that during the first years of his administration, President Echeverria learned 
that population control was prevalent within socialist countries, from the 
former Soviet Union to Cuba. Furthermore, population control increased the 
prospect that centralized planning would be successful. It is possible that a major 
factor affecting the Mexican turnabout was the model provided not by Western 
industrialized countries but by the former Soviet bloc, China, and Cuba. 


POLICY IMPLEMENTATION 


The Role of the National Population Council 


Although the 1973 Population Law describes demographic variables as being 
influential in the social and economic development of the country, it establishes 
that the entity responsible for implementing population policies is the Secretaria 
de Gobernaci6n, the equivalent of the State Department in the United States. 
Apparently, this is justified on the grounds that population policies, including 
internal and international migration, should be part of the “general State 
policy” and are matters of national security. 

The main implementing agency responsible for demographic planning in 
Mexico is the National Population Council (Consejo Nacional de Poblacion, 
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CONAPO), which coordinates all governmental activities related to population 
issues. At its inception in 1974, CONAPO included the Education, Health, and 
Treasury departments and also the Ministries of Foreign Relations and Agrar- 
ian Affairs, to deal with migration issues. In 1992, an addendum to the law 
incorporated the country’s major health service providers into CONAPO, to 
further coordinate family planning and reproductive health services. 

Demographic planning at the regional level differs from national plan- 
ning. To enhance the planning capacity of local governments, CONAPO initi- 
ated in 1974 a program directed at strengthening the planning abilities of 
state-level governments. The pilot program resulted in agreements between 
CONAPO and 19 states, which called for the establishment of demographic 
research and planning units in each state. In 1983, with the establishment of a 
National Planning System intended to coordinate all governmental planning 
activities, CONAPO created the Regional Population Councils (Consejos Esta- 
tales de Poblacién, COESPOS), which are dependent upon the state government 
but receive programmatic guidelines from CONAPO. Some of these regional 
COESPOS offices have evolved into individual agencies that can function inde- 
pendently. But more frequently they have failed to play their anticipated role— 
which was to function independently of CONAPO and to become state-level 
advisers to governors on population issues. 


Population Education and Communication 


The Mexican population programs have emphasized education as a major 
means to develop a “demographic culture” that, in turn, should enable couples 
and individuals to make conscious decisions about reproductive matters and 
hence to improve their quality of life. Public and private institutions have de- 
voted vast resources to educational programs, including mass media, text- 
books, and other printed materials. 

Mass information and communication activities started in Mexico as early 
as 1974 with a nationwide Program on Public Information and Orientation, 
which aimed to “promote public awareness concerning demographic prob- 
lems” and to promote the recently initiated governmental actions in the area. 
The initial information activities also included a communication campaign 
aimed at increasing public awareness about population issues and was con- 
ducted in three phases, each emphasizing a different topic: (1) “Let’s be less... 
to live better”; (2) the effects of family planning on health, education, economic 
wellbeing, and family life; and (3) “Small families live better.” 

In addition to communication campaigns, the educational sector incorpo- 
rated in the official primary school textbooks information on human reproduc- 
tion and sexual hygiene. These texts included chapters on the family, the 
community, and health and environmental issues. Textbooks directed at post- 
primary students also included population topics. 

The Mexican government established a National Sex Education Program 
in 1979, which included a strategy to provide sex education through the educa- 
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tion sector, the health sector, and private community organizations. The sex 
education program relied on trained counselors to provide information to a 
wide range of groups. In 1983, the National Program on Population Education 
increased the scope of sex education to include population issues. 

Sex education has not been included in the curricula of Mexican public 
schools, despite the fact that family planning has been one of the nation’s pri- 
orities for the last 15 years and that during this period adolescent fertility has 
increased its contribution to the total fertility rate. This lapse is the result of a 
cautious attitude on the part of the Mexican government toward the opinion of 
some parents’ associations, rather than a lack of information regarding the 
demand for or the benefits of sex education in schools. A national survey con-. 
ducted by CONAPO among high school students found that students felt their 
information about sexuality and contraception was inadequate or incomplete, 
and nearly all the students felt that this information should be included in the 
school curriculum (CONAPO 1988). A survey conducted by the Mexican Insti- 
tute of Family Studies (IMIFAP) tested a comprehensive sex education course 
entitled Planeando tu vida (“Planning Your Life”) in public schools in Mexico. 
The study found that the course improved adolescents’ knowledge about sexu- 
ality, pregnancy, and contraception, and that among those teens who took the 
course before becoming sexually active, the probability of using contraceptives 
increased significantly (Pick de Weiss et al. 1992). 

Sex education activities were also included in the National Population 
Education Program for the period 1983-88. During this period, sex education 
was implemented as part of a more general approach to population education. 
The objective of this program was to inform the public to the maximum extent 
possible, with the expectation that they would then make more informed deci- 
sions about family size, sexual activity, and reproductive behavior. 

The education strategy of this program was based on four components: 

1. the provision of information concerning population size, structure, and 
distribution problems, causes and consequences of population growth, and 
relevant demographic information, including general reference information on 
population education and research; 

2. school education, which included population topics in the curricula of 
primary, post-primary, and higher-level institutions; 

3. extension and training, which provided materials and training for 
adult education, social services, industries, and the like, and which resulted in 
the development of high-quality printed and audiovisual material; 

4. population communication, mainly through the press, radio, television, 
and films (most salient among the messages produced under this program 
were the television advertisements and the democapsulas—short messages that 
presented demographic information and alluded to population problems). 

IEC activities in Mexico have increased in scope from sex education and 
family planning to a wider approach including population issues at large, the 
environment, reproductive health, urban growth and regional development, 
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gender inequality, and the family. After 20 years of continuous activities, IEC 
efforts in Mexico may be considered comparable with those in the most ad- 
vanced countries in the industrialized world; such efforts rely on the active 
participation of several institutions related to population and development, 
environment, the family, sex education, and other areas. 


Family Planning 


The 1978-82 National and Regional Demographic Policy established specific 
goals and targets for a demographic transition. These targets enabled incum- 
bent institutions to define expected fertility rates and contraceptive prevalence 
goals. Prevalence targets were the core element in the National Family Plan- 
ning Program, which was part of the National and Regional Demographic 
Policy document. According to this document, family planning activities 
throughout the country were to be conducted by an Interinstitutional Coordi- 
nating Committee of the Family Planning Program that includes representa- 
tives of all family planning service provision institutions. These are the IMSS, 
the ISSSTE, and the Ministry of Health (Secretaria de Salud, SSA). 

Between 1982 and 1989, family planning policies in Mexico were rein- 
forced in normative and operational terms. From a normative perspective, fam- 
ily planning was incorporated as a priority within the National Development 
Plan and as an explicit component of social policies concerning health. Also, 
family planning was incorporated as a priority of the General Law of Health in 
1984 and as a strategic resource both in the National Program on Population 
and the National Program on Health (Sandoval 1994). 

From an operational perspective, the priorities of the Interinstitutional 
Coordinating Committee of the Family Planning Program, which regulates all 
governmental activities related to contraception, were restated to include the 
following: 

1. Determine targets and strategies for agencies and offices pertaining to 
the health sector. 

2. Extend coverage to rural populations. 

3. Increase male participation in the program. 

4. Provide sex education and family planning services to young adults. 

5. Institutionalize and standardize training and supervision procedures 
for health workers. 

To provide a general framework for state-level programs, CONAPO and 
the corresponding regional COESPOS offices have conducted, since 1984, 32 
sociodemographic studies, one for each state in the country. These studies de- 
scribe characteristics of contraceptive users, health conditions of local popula- 
tions, demographic trends, and prevalent socioeconomic conditions. In 1985 a 
new procedure for planning and resource allocation was implemented, to as- 
sign budgeting responsibilities to state governments. Within this decentralized 
planning framework, the central administration is responsible for monitoring 
and auditing activities, rather than direct assignment of resources, as was the 
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case prior to 1985. Activities of the Ministry of Health and the Mexican Insti- 
tute of Social Security are described below. 

Ministry of Health. The Coverage Extension Strategy (CES) of the Ministry 
of Health aims to provide health services and primary attention to underserved 
rural populations in communities with fewer than 2,500 inhabitants. Primary 
attention includes pre- and postnatal care, family planning, infant care, vacci- 
nations, immunizations, and related services. The CES initiated activities in 
1986 and, according to the 1989 Annual Report, the strategy covered 12,111 
rural communities including 11 percent of the national population. 

The CES is organized through modules (territorial units). Each module 
consists of approximately ten health auxiliaries, who are trained and monitored 
by supervisors of health auxiliaries. Supervisors, in turn, are monitored by a ju- 
risdictional medical coordinator. Typically, each health jurisdiction (an officially 
designated geographical area for organizing and administering services pro- 
vided by hospitals, health centers, and health posts) has one coordinator, four 
supervisors, and 40 health auxiliaries. 

Health auxiliaries are voluntary health workers, in some instances elected 
by the community, who receive a nominal monthly compensation of 50 Mexi- 
can pesos (US$17) for services rendered. Responsibilities include the provision 
of basic health services and the distribution of contraceptives (pills, condoms, 
and injectables) and other products, such as oral rehydration supplies, antihis- 
tamines, and analgesics. In addition, health auxiliaries are responsible for pro- 
moting the family planning program and motivating rural women of 
reproductive age to use contraceptive methods, which are distributed at no 
cost to consumers. Available statistics show that health auxiliaries provided 
services to approximately 87,090 new users and 239,509 active users during 
1989 in the 12,111 communities reached by the CES. Health auxiliaries provide 
services in posts called “Health Houses,” which are facilities provided by com- 
munities and, in some instances, by the health auxiliaries themselves. 

Supervisors of health auxiliaries typically are registered nurses who are 
responsible for recruiting health auxiliaries, promoting and distributing contra- 
ceptives and other products to them, training and monitoring, and contributing 
to administrative tasks. Supervisors are located in “health centers” (or commu- 
nity centers) that offer the services of a physician, a nurse, and a health promo- 
tor (a community worker with basic health training who provides information 
and supplies for primary care to rural populations). According to CES norms, 
supervisors of health auxiliaries should visit each community at least once a 
month. Each supervisor is responsible for monitoring ten health auxiliaries in 
approximately ten communities. 

Jurisdictional medical coordinators are physicians who supervise family 
planning activities within a health jurisdiction as defined by the Ministry of 
Health. Currently the country is divided into 268 health jurisdictions. The num- 
ber of jurisdictions within each state varies according to local conditions and 
the size of the state. Each jurisdictional medical coordinator is responsible for 
Supervising approximately four supervisors of health auxiliaries. 
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According to the CES, the jurisdictional medical coordinator in each state 
should meet monthly in the state capital to discuss progress and problems in 
each jurisdiction and determine the extent to which targets for new and current 
users have been achieved. New strategies and priorities may be set in these 
meetings. 

To support the decentralization strategy within the Ministry of Health, 
annual National Planning and Evaluation Workshops are conducted. These 
meetings are attended by family planning officers from both the central and 
state levels. The National Workshops aim to assess progress, problems, and 
strategies for local programs. Logistics, training, supervision, and promotion 
activities for the forthcoming year are scheduled. 

Mexican Institute of Social Security. A major actor in public family planning 
service provision is the Instituto Mexicano del Seguro Social, which started sys- 
tematic family planning activities in 1977 and, since the early 1980s, has been 
responsible for about 50 percent of contraceptive coverage nationwide. The 
IMSS family planning program is mainly directed toward urban working 
populations; however, it has also provided services to some rural populations, 
through local hospitals, clinics, and health centers. 

Since 1981, IMSS has established referral networks among rural health 
units and midwives (parteras empiricas) working in communities. The commu- 
nity-based midwife program continues as a model for several Latin American 
countries. Under the IMSS program, midwives provide up to 30 percent of 
maternal and child health care and family planning services offered by the in- 
stitution. 


THE DEMOGRAPHIC IMPACT OF MEXICO’S POPULATION POLICY 


Fertility Patterns and Trends 


Between 1960 and 1995 the total fertility rate (TFR) in Mexico declined from 7.0 
to 2.7 children per woman. The age-specific fertility rates (ASFR) and the TFR 
for various years are shown in Table 5.1. During the late 1960s and early 1970s, 
prior to the initiation of policy changes and the establishment of the national 
family planning program, the TFR dropped slowly at an average rate of 2.4 
percent per year (a decrease of 0.16 children per woman yearly). From 1975 to 
1981, the period of consolidation of the national program, the rate of fertility 
decline increased to 4.0 percent per year, i.e., 0.23 children per woman per year. 
Since 1981, fertility reduction has continued at an average pace of 2.3 percent 
per year or about 0.10 children per woman per year. This analysis of available 
surveys shows that the major reduction in fertility was achieved during the six- 
year period from 1975 to 1981, and the 11 years from 1981 to 1992 show a mod- 
erate rate of reduction. | 

Available demographic survey results show that fertility-related age pat- 
terns have changed in absolute and relative terms over the 20-year period since 
the initiation of the new Population Law. The greatest reduction in fertility oc- 
curred among women beyond 30 years of age. The fertility of women younger 
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Table 5.1 Age-specific fertility rates: Mexico 1968-92 


Fertility rates (births per 1,000 women) Percent decline 
Age group 1968 1975 1981 1986 1992 1968-75 1975-92 
15-19 125 105 106 80 82 16 Ze 
20-24 Si) 276 203 198 174 11 39 
25-29 331 269 211 192 166 19 38 
30-34 WA bo: 231 172 147 116 , BO 50 
35-39 207 173 122 97 74 16 57 
40-44 104 74 43 af 21 29 ¥2 
Total 6,765 5,640 4,285 3,/55 3,200 W/ 43 


Sources: Welti 1988; Paz 1993: CONAPO 1996. 


than age 30 also declined substantially between 1975 and 1992. Other character- 
istics of the age pattern of fertility include an increase in the age at childbirth, 
and an increasing number of women spacing their pregnancies or limiting 
childbirth. As observed from a demographic perspective in 1995, the major 
problems in the reproductive patterns of the Mexican population are (1) early 
initiation of reproduction, (2) short birth intervals, and (3) wide urban-rural 
differentials in fertility patterns. 

Early initiation of reproduction is demonstrated by the large number of 
women giving birth prior to 18 years of age. According to the 1990 Census, 
more than 250,000 women had between one and four children prior to age 18, 
and a total of 719,000 children were born to these young mothers. In total, 17 
percent of the expected number of births per year occur among women under 
20 years of age (CONAPO 1996). The demographic impact of early initiation of 
reproductive life in Mexico is confirmed by an estimate of the cumulative fer- 
tility of women who had a first birth prior to age 18, compared with women 
who had their first birth between 18 and 22 years of age, and those who be- 
came first-time mothers after age 22. The cumulative fertility 12 years later 
among women who gave birth before age 18 (that is, when these women are 30 
years old) is estimated to be 4.8 children; the comparable figures for women 
who had their first birth between the ages of 18 and 22 and those who became 
mothers after age 22 are 4.2 and 3.2 children, respectively. 

The problem of early initiation of fertility is, in turn, related to child spac- 
ing, from marriage to the first birth and between subsequent births. The aver- 
age age at marriage in Mexico is 19.5 years among women, with wide 
differences between rural and urban areas. The time trend indicates that older 
cohorts married at even younger ages than recent cohorts. According to a de- 
mographic survey conducted in 1992, 18.7 percent of women born during 
1940-49 married before age 16, and 57.9 percent married before 20 years of age. 
Among more recent cohorts, the corresponding fractions are 10 and 39.2 per- 
cent, respectively. The most salient factors affecting age at marriage are place of 
residence and education (CONAPO 1996). 
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7 Demographic surveys (INEGI 1992) show that 54 percent of women give 
birth within the first year after marriage, and this pattern has remained con- 
stant among different birth cohorts. The fraction of premarital births is 6.5 per- 
cent among all age groups; however, the proportion of premarital concep- 
tions—that is, births that occur within seven months after marriage—has 
increased from 12.5 percent among older birth cohorts to 18.0 percent among 
younger women. 

Early marriage and early initiation of childbearing in Mexico have eco- 
nomic, social, and cultural causes. From an economic point of view it may be 
argued that the value of children remains high in Mexican society, where tradi- 
tional and modern systems coexist. Among rural populations in particular, the 
income-generating capacity of children and expectations concerning intergen- 
erational capital flows provide incentives to higher fertility and lower age at 
marriage and childbirth. From a cultural perspective, it has been argued that 
early initiation of childbearing is important to ensure the fecundability of 
women, which is greatly valued because of the high economic value of chil- 
dren among rural populations. 

Notwithstanding these traditional supports for high fertility, the economic 
value of children tends to decrease over time in modern economies, where chil- 
dren are not economically active or economically productive. Children’s eco- 
nomic value also tends to decrease in urban areas, where they cannot be 
employed in agricultural work or contribute to the family economy. Finally, in 
modern societies the value of children as a source of income when their parents 
grow old tends to be lower than in more traditional societies. 

Indeed, demographic change has not been homogeneous in Mexico. A 
demographic survey conducted in 1992 (INEGI 1992) shows that rural-urban 
differentials in fertility rates are high. Rural fertility is more than two times that 
of urban areas. For example, the total fertility rate in Chiapas, Oaxaca, and 
Guerrero (mainly rural states) is between 4.5 and 4.6 births per woman, com- 
pared with a TFR in Mexico City of 2.2. Statistical analysis shows that the ru- 
ral-urban fertility gap has narrowed during the last 20 years. These trends are 
further confirmed by a survey conducted in 1995 (CONAPO 1996), which 
shows a significant difference between the lowest fertility rate in the country 
(2.2 children per woman in the Federal District) and the highest fertility levels 
(above 3.0 children per woman), which are observed in the poorest states, 
among them Chiapas, Puebla, Oaxaca, Zacatecas, and Querétaro. 

Several studies have demonstrated the diffusion of demographic change 
that originated in larger cities and continued to smaller urban centers and ru- 
ral areas, clearly following the distribution lines of available health services. 
Also, fertility decline follows social and economic lines, starting with the bet- 
ter-off and educated groups, and spreading to classes with lower educational 
attainment. Empirical analyses show that fertility decline is positively corre- 
lated with socioeconomic development at the regional level (CONAPO 1995); 
however, with the available information it is not possible to determine the rela- 
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tive contributions of socioeconomic development and availability of health/ 
family planning services to fertility decline. 

Demographic analyses show that the contribution of natural growth 
(births minus deaths in a population during a given period) to total growth 
(natural growth plus inmigration minus outmigration) diminishes over time. 
Estimations made in 1992-93 indicate that a total growth rate of 1.9 percent 
was the result of a 2.2 percent natural growth rate and a -0.3 percent rate of net 
migration. While the contribution of natural growth has declined, the contribu- 
tion of net migration has increased. This observation has important policy 
implications: 

1. Although the population policy has had a demonstrable impact, it is 
necessary to reinforce this program to further reduce growth. This point is 
important because during the 1970s and 1980s several authors argued that a 
reduction of growth rates could only be achieved through social and economic 
development. The best contraceptive, they argued, is development. Current 
trends demonstrate that population growth may decline prior to achieving 
development. 

2. The country shows net outmigration (-0.3 percent). This is a significant 
figure that suggests the need to generate more jobs and improve living condi- 
tions to retain potential outmigrants. Policies should focus on development 
strategies in states and regions where outmigration flows originate. 


Contraceptive Use and Fertility Preferences 


From 1976 to 1987, average desired family size in Mexico decreased by 1.2 chil- 
dren—from 4.5 to 3.3. In 1976 women older than 35 years of age wanted more 
than five children in their families. A decade later, only women older than 44 
years said they wanted four children on average, while the younger age groups 
declared preferences near three children (CONAPO 1996). 

The average desired family size shows wide variations among residence, 
educational, and labor force participation groups. By 1987, rural women de- 
clared a desired family size of 4.3, almost twice the average for women living 
in metropolitan areas, where the average desired family size was 2.5 children. 
Such differentials are also observed among educational groups: while women 
with no formal education declared a desired family size of 4.9, women with 
more than a primary education wanted an average of 2.5 children. 

As shown in Table 5.2 contraceptive prevalence increased from 30 percent 
of married women in 1976 to 48 percent in 1982 and 63 percent in 1992. How- 
ever, contraceptive prevalence varies widely among regions and among educa- 
tional and residence groups (Direccién General de Planificacién Familiar 1988). 

Women with no formal education currently have an average prevalence 
rate of 38 percent, compared with 74 percent among women who have a post- 
primary school education. Similarly, the contraceptive prevalence rate in rural 
areas is 44 percent, compared with 70 percent in urban areas. In spite of recent 
advances of the national family planning program in rural areas, urban women are 
60 percent more likely to practice contraception than comparable rural women. 
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Table 5.2 Percent distribution of married women usin 
g a contracepti th 
by type of method and age group: Mexico 1976-92 ptive method, 


Type of method 1976 1979 1982 1987 1992 
Modern methods Zo. 32.0 41.5 44.8 55.0 
Any method 30.2 37.8 47.7 52.7 63.1 
Age group All methods 

15-19 14.2 19.2 20.8 30.2 36.4 
20-24 26.7 37.4 45.7 46.9 55.4 
25-29 38.6 44.5 56.5 54.0 65.7 
30-34 38.0 49.6 59.8 62.3 70.1 
35-39 37.9 42.8 57.6 61.3 72.6 
40-44 ae ee | 33.0 42.9 60.2 67.4 
45-49 11.8 16.3 a | 34.2 50:5 


Source: CONAPO 1994: Table 1, p. 3. 


There are wide interregional variations among states. The lowest preva- 
lence rates range between 46 and 50 percent in states with a high concentration 
of poverty, like Oaxaca, Guerrero, Puebla, Chiapas, and Querétaro. The highest 
prevalence rates are between 70 and 77 percent, mainly in the central and 
northern states (Sonora, Sinaloa, Chihuahua, Coahuila, Baja [California], 
Nuevo Leon, Mexico City, and the Federal District). In fact, the country can be 
divided into three main regions: the northern region, with a high prevalence 
rate, above 65 percent in most cases; the central region, which includes Mexico 
City and surrounding areas; and the southern region, with low prevalence 
rates and pervasive poverty. Regional differences in contraceptive use rates are 
also correlated with aggregate and individual educational levels and participa- 
tion of women in the labor force. Another factor that has proven significant is 
the distance to urban centers: contraceptive use becomes more prevalent as one 
gets closer to an urban center. This finding is relevant from a policy perspective 
because it indicates the need to strengthen rural services. 

Contraceptive knowledge in the country is pervasive. However, according 
to demographic survey evidence (INEGI 1992), 26 percent of rural women fail 
to use contraceptives because of a lack of knowledge about various options or 
because of an inadequate source of supply. 

Demographic surveys show that the method mix has changed substan- 
tially since 1976. At the onset of the population program, 36 percent of women 
using contraceptives relied on pills; by 1992 that proportion had declined to 15 
percent (see Table 5.3). The fraction of women undergoing a tubal ligation in- 
creased notably, from 9 percent in 1976 to 43 percent in 1992. Users of IUDs 
declined slightly from an estimated 19 percent in 1976 to 18 percent in 1992. 
Also, the number of users of traditional methods (rhythm, withdrawal, and 
abstinence) was halved, from 23 to 12 percent. To summarize, the method mix 
has changed over the last 20 years from pill- and IUD-based to a program 
based on female sterilization. The main reason for the shift to sterilization is 
that women practice contraception mainly to limit childbirths rather than to 


184 CARLOS BRAMBILA 


Table 5.3. Percent distribution of contraceptive users by method chosen: Mexico 
1976-92 


Contraceptive method 1976 1979 1982 1987 1992 
Oral 35.9 33.0 29.7 18.2 £53 
IUD 18.7 16,1 13.8 19.4 V7 
Tubal ligation 8.9 23.0 28.1 36.2 43.3 
Vasectomy 0.6 0.6 0.7 ee 45 1.4 
Injectables 5.0 6.7 10.6 5.3 om 
Condoms and spermicides 70 5.0 4.1 4.7 5.0 
Traditional methods 253 £5. 1 13.0 14.7 12:2 
Total 100.0 100.0 100.0 100.0 100.0 


Source: CONAPO 1994: Table 1, p. 3. 


space children. They decide to get sterilized once they have had two or three 
children, with little spacing between births. 

Concerning the contraceptive method mix, the National Population Pro- 
gram (1995-2000) correctly states: 


It is clear that family planning services have been oriented primarily (to a large 
extent through the postpartum programs) to provision of [female] VSC [voluntary 
surgical contraception,] which is a method directed to family size limitation. A 
major demographic and health burden is that service is provided to couples that 
have a large number of children. Available data show that between 1985 and 1992 
more than 50 percent of VSC users had four or more children at the moment of 
acceptance. This shows that the benefits implied by the use of the method are 
reduced by the fact that an important fraction of couples decide to limit their 
number of children relatively late. (CONAPO 1995: 24) 


Table 5.4 shows the market share of each family planning service provider. 
The major providers in the country are governmental sources, including the 
Mexican Institute of Social Security and the Ministry of Health, which together 
serve approximately 66 percent of current users. Among governmental sources, 
the IMSS has a 75 percent share of current users. Approximately 65 percent of 
contraceptive clients at both the IMSS and ISSSTE have undergone voluntary 
surgical contraception, compared with 41 percent among SSA clients. The Min- 
istry of Health is an important provider of oral contraceptive methods, mainly 
due to the community-based distribution of pills among rural populations. 

The second major provider of contraceptive methods after the governmen- 
tal sources are pharmacies, which are also the major source of methods for 
first-time users. Sixty percent of pill users and 80 percent of users of injectables 
and other local methods (that is, vaginal methods such as spermicides and 
condoms) obtain their contraceptives from pharmacies. These methods are 
chosen mainly by young, first-time users. This is important because it implies 
that a large share of young couples are obtaining methods without proper 
counseling and information, which is crucial for the selection of an appropriate 
method, and its use including continuity and effectiveness. 
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Lae it Percent distribution of contraceptive users by source of method: 
Institution and type of method 1979 1987 1992 
IMSS (Mexican Institute of Social Security) 

Orals 24.3 5.5 6.1 

IUD Cre a 275 

Surgical 46.5 65.8 64.6 

Injectables and local 2.0 1.6 1.8 
Total 100.0 100.0 100.0 
ISSSTE (Institute of Social Security for Federal Employees) 

Orals 22.1 6.0 8.8 

IUD 19.0 22.6 19.8 

Surgical Bo.3 66.8 68.3 

Injectables and local 3.6 4.6 ce 
Total 100.0 100.0 100.0 
SSA (Ministry of Health) 

Orals 42.1 26.2 22.6 

IUD 36.7 35.4 25.3 

Surgical 18.0 29.0 41.1 

Injectables and local fe 4 epee 11.0 
Total 100.0 100.0 100.0 


Source: CONAPO 1994: Table 13, p. 19. 


Indicators of continuity of use have also changed since the inception of the 
1973 Population Law. The method-specific continuation rates at the end of 12 
months of use have decreased from 58 percent in 1973-79 to 49 percent in 
1987-92 among pill users, and from 82 percent to 69 percent among IUD users. 
In the case of oral contraceptives the main causes of discontinuation are 
method failure and side effects. Side effects are also an important factor for 
IUD abandonment. In both cases, the quality and type of information received 
are important factors affecting continuity. 

The total demand for contraceptive methods has increased to 78 percent of 
married women of reproductive age, expressing a desire to limit or postpone 
childbearing. This includes the 53 percent of women who have actually been 
provided with contraceptive methods: 39 percent using contraceptives to limit 
fertility and 14 percent to space births. Unmet need thus accounts for 25 per- 
cent of married women of reproductive age, among whom 16 percent wish to 
terminate childbearing and 9 percent would like to postpone births. 

The Mexican fertility policy lacks an instrument to direct service provision 
more efficiently, beyond the use of global targets of contraceptive use. One of 
the main challenges for the Mexican family planning program is to satisfy 
unmet need, which is mainly concentrated in the rural areas among women 
with low literacy rates. In urban areas, education is the main factor determin- 
ing unmet need. On this basis, the 1995-2000 National Population Program 
concludes: “The level that unmet need has reached shows deficiencies in access 
and quality of family planning services. Therefore, it is essential to strengthen 
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actions to make services available to all segments and groups of the popula- 
tion, so that couples may achieve their reproductive rights established in the 
fourth article of our Constitution.” 

According to the National Population Plan of 1995, the priority for the rest of 
the twentieth century is to delay the first pregnancy among Mexican couples. Only 
21 percent of childless couples practice contraception to postpone first births, in- 
cluding only 6 percent of recently married childless couples in rural areas 
(CONAPO 1995). Another priority for the Program is to address the need of ado- 
lescents 10 to 19 years of age, who are at various times exposed to the risk of preg- 
nancies and sexually transmitted diseases. This segment represents about 
one-fourth of the total population, and they require information and education ser- 
vices concerning sexuality and reproductive health. Every year there are approxi- 
mately 500,000 pregnancies among adolescents 15-19 years of age, representing 
one-sixth of all births that occur every year. A third priority is to promote the par- 
ticipation of men in family planning. Mexican men tend to regard fertility matters 
as an exclusively female concern, or to oppose contraceptive use. Vasectomy is the 
least used contraceptive method in Mexico—1.4 percent in 1992, compared with 12 
percent in 1988 in the United States, and 14 percent in 1983 in the United Kingdom 
(Ross, Mauldin, and Miller 1993: 4446). 


Urban and Regional Policies 


Urban and regional policies are far less developed in Mexico than population 
growth policies, as evidenced by the fact that regional inequalities and the 
widening gap between central cities and smaller urban centers perpetuate the 
historical trends observed since the early 1960s. 

Demographic analysis demonstrates that urban and rural growth are 
closely related and, as a consequence, it is possible to estimate the balance of 
growth and size within both populations (Ledent 1982; Rogers 1982). These 
studies demonstrate that urban populations grow over long periods through 
immigration flows that enable cities to expand. However, contrary to current 
beliefs, immigration declines as a contributing factor of demographic growth 
throughout the process of urban development. 

The general conclusion of demographic studies on rural-urban migration 
is that, during an urban transition, populations grow initially as a consequence 
of urban immigration; then, as urban settlements consolidate, the main growth 
source becomes the natural growth rate and the relative contribution of migra- 
tion decreases rapidly. 

The important question from a policy point of view is whether the above 
trends may be reversed or counterbalanced through social and economic in- 
struments. The apparent universality of these patterns makes it difficult to 
believe that national policies can significantly modify expected trends. In par- 
ticular, the demographic argument seriously challenges the policy premise that 
urban growth can be regulated through disincentives to migration without a 
significant reduction in fertility levels. 
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DISCUSSION 


Population control policies in Mexico since the 1960s have reduced barriers and 
obstacles that had made contraceptives accessible only to the middle and up- 
per classes. Actual intervention made contraceptives available to large shares of 
the population. 

As Urquidi (1989) noted several years ago, the population control effort in 
Mexico started at least ten years late. During the 1960s leaders and major actors 
were largely unaware of population issues and their relationship to economic 
and social dynamics. Only a few demographers and physicians were active in 
the field and they were largely ignored by politicians and program planners. 
By the early 1970s, when the population policy was enacted, the cumulative 
population growth had achieved a momentum that the Mexican economy was 
not ready to meet. 

Currently, Mexico expects to reach replacement-level fertility (the level 
necessary for the population to replace itself and, eventually, to stop increasing) 
by the year 2005. The main instrument for achieving this aim continues to be 
fertility control. The total fertility rate, which was 7.0 children per woman in 
1960, is currently at 40 percent of its initial level. Programs are expected to fur- 
ther reduce fertility to 2.4 children by the year 2000 and to 2.1 by 2005. This 
goal requires the contraceptive prevalence rate to increase to 70 percent by the 
year 2000 and to 73.5 percent by the year 2005, which implies a total coverage 
of 13.8 million contraceptive users by 2005. 

The major challenge to the current family planning and reproductive 
health program in Mexico is to reduce interregional inequalities in provision of 
education, health, and family planning services. Another challenge is to de- 
velop the human and material resources to enable decentralized states to 
implement development strategies that enable them to manage, evaluate, plan, 
and direct services. 

The document titled Analysis of Results of the Interinstitutional Family Plan- 
ning Program, which reports on the annual progress of the program, suggests 
the following concerning the need to increase the effort of decentralization: 


It is necessary to consolidate the leadership of the program, this is to say, that state 
officers undertake a more active role, both in planning and monitoring of activi- 
ties; coordination amongst sectors and institutions should have an operative ap- 
proach at the state level. ... [State officials should ensure] close surveillance of 
development and accomplishment of planned targets, as provision of required 
resources and definition of oe strategies for each segment of the population. 


(SSA 1990: 20) , 


The report states that it is neces ary “to reinforce activities in rural areas, be- 
cause no significant advances had been achieved in these regions. . . . There- 
fore, it is necessary to improve accessibility to the program, as well as the 
continuity of contraceptive use amongst the rural population” (SSA 1990: 3). In- 
sufficient progress by the family planning program among rural populations is 
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attributed, among other causes, to the deficient levels of training of service 
providers: “[P]Jerformance of service providers in [rural areas] has faced, 
among other problems, limitations of resources and lack of specific educational 
materials to promote the program” (SSA 1990: 20). 

Mexico’s demographic and health policies are currently on a collision 
course. On the one hand, demographic planning is done with the expectation 
that programs will meet specific growth and fertility targets: On the other 
hand, health policies aim to provide integrated reproductive health services to 
larger shares of the population. Human and material resources available to 
achieve both aims are insufficient. This is particularly true considering the 
widening trend to reduce social expenses in the governmental budget. In fact, 
even with a larger governmental budget, both aims are difficult to reach simul- 
taneously. Further discussion is needed concerning the economics of demo- 
graphic programs. How will programs be financed? What are the priority 
populations? What are the priority needs? Policymakers will face these ques- 
tions in the near future and eventually will have to decide upon an equitable 
and effective allocation of resources, as well as upon strategies to extend ser- 
vices to larger shares of the population. The demographic future of the country 
largely depends upon such decisions. 


Notes 


1. The ejido system is a collective 
nominal ownership of land in which the 
government grants communities the right to 
use and exploit a piece of land. Ownership 
is nominal because community members are 
entitled to use the land but not to buy or 
sell. Ejidatarios (landowners) are entitled to a 
piece of land within the area assigned to the 
community insofar as they are local resi- 
dents. Each ejido has an independent admin- 
istration but they are organized at the state 
and national levels. Under this system, post- 


and Colombia, as opposed to an authoritarian 
process in Mexico, Brazil, and Peru. 


3. Itis a different matter whether this 
practice is healthy for both the public and 
the academic sectors. Some critics question 
the theoretical worth of demographic esti- 
mation per se, and the academic value of ad 
hoc projects and contracts. They argue that 
universities are meant to do another, theo- 
retical type of research. Conversely, others 
question the purpose and ethical virtue of 
relying on academic research to justify post 


revolutionary administrations conducted a 
60-year-long agrarian reform campaign to 
redistribute large private landholdings to 
peasants and agrarian workers. 


2. McCoy’s perspective is enlighten- 
ing to the extent that it attempts to explain 
population policy formulation as part of the 
decisionmaking processes within political 
systems; it thus explains a democratic or semi- 
democratic process in Venezuela, Costa Rica, 


hoc decisions that are made on political 
grounds. Some argue that the permeability 
between universities and the public sector is 
a shared complicity in a vicious cycle of de- 
cisionmaking and faulty research rather 
than a productive partnership in which re- 
searchers aim to usefully apply theoretical 
research and decisionmakers ground poli- 
cies and actions on knowledge rather than 
guesswork. 


MEXICO’S POPULATION POLICY 189 


References 


Aguilar, Adrian Guillermo. 1987. “La politica urbana y el Plan director de la ciudad de 
México ;Proceso operativo o fachada politica?” Estudios Demograficos y Urbanos 2: 273- 
300. 

Aguirre, Alejandro. 1986. “Tasa de crecimiento poblacional de 1 en el ano 2000: Una meta 
inalcanzable,” Estudios Demograficos y Urbanos 1: 443-474. 

Alba, Francisco and Joseph E. Potter. 1986. “Population and development in Mexico since 
1940: An interpretation,” Population and Development Review 12, no. 1: 47-75. 

Benitez Zenteno, Raul and Eva Gisela Ramirez Rodriguez. 1994. Demografia: Proyectos de 
Investigacion en América Latina. Mexico: Programa Latinoamericano de Actividades de 
Poblacién. 

Berry, Brian and John Kasarda. 1977. Contemporary Urban Ecology. New York: Macmillan. 

Bondestam, Lars. 1980. “The political ideology of population control,” in Poverty and Popu- 
lation Control, ed. Lars Bondestam and Staffan Bergstrom. London and New York: Aca- 
demic Press, pp. 1-38. 

Bongaarts, John. 1994. “Population policy options in the developing world,” Science (11 Feb- 
ruary): 771-776. 

Brambila, Carlos. 1993. Expansién Urbana en México. Mexico City: El Colegio de Mexico. 

Cabrera, Gustavo. 1994. “Demographic dynamics and development: The role of population 
policy in Mexico,” in The New Politics of Population: Conflict and Consensus in Family 
Planning, ed. Jason L. Finkle and C. Alison McIntosh. New York: Population Council, 
pp. 105-120. 

Castafieda, Tarsicio. 1992. Innovative Social Policies for Reducing Poverty in Chile in the 1980s. 
Washington, DC: World Bank. 

Centro Latinoamericano de Demografia and Community and Family Study Center 
(CELADE and CFSC). 1972. Fertility and Family Planning in Metropelitan Latin America. 
Chicago: Community and Family Study Center, University of Chicago. 

Coale, Ansley J. and Edgar M. Hoover. 1958. Population Growth and Economic Development in 
Low-Income Countries: A Case Study of India’s Prospects. Princeton: Princeton University 
Press. 

Colegio de México. 1970. Conferencia Regional Latinoamericana de Poblacion. Actas 2. Mexico 
City: El Colegio de México. 

Consejo Nacional de Poblaci6n (CONAPO). 1978. Politica Demografica. Nacional y Regional. 
Objetivos y Metas 1978-1982. Mexico City. 

1984. Reunién Nacional de Evaluacion del Plan de Accién sobre Poblacion. Mexico City. 

1988. Encuesta Nacional Sobre Sexualidad y Familia en Jovenes de Educacién Media Supe- 

rior en Mexico. Mexico City. 

1994. Situacién de la Planificacién Familiar en México: Indicadores de Anticoncepcion. 

Mexico City. 

. 1995. Programa Nacional de Poblacién 1995-2000. Mexico City. 

1996. Indicadores Basicos de Salud Reproductiva y Planificacién Familiar. Mexico City. 

Cook, Sherburne F. and Woodrow Borah. 1971. Essays in Population History: Mexico and the 
Caribbean. Berkeley: University of California Press. 

Direcci6n General de Planificacién Familiar, Secretaria de Salud. 1988. Encuesta de los 
Determinantes de la Practica Anticonceptiva en México. Mexico City. 

Ford Foundation. 1985. The Ford Foundation’s Work in Population. New York: Ford Founda- 
tion. 


190 CARLOS BRAMBILA 


Frenk, Julio. 1994. Economia y Salud: Propuestas para el Avance del Sistema de Salud en México. 
Mexico City: Fundacién Mexicana para la Salud. 

Fuccaraccio, Angel. 1970. “El control de la natilidad y el argumento del ahorro y la inversi6n,” 
in Conferencia Regional Latinoamericana de Poblacién. Mexico City: El Colegio de México. 

Garza, Gustavo. 1980. Industrializacién de las Principales Ciudades de México. Mexico City: El 
Colegio de México. 

Gonzalez, Gerardo. 1978. “Papel de la asistencia financiera internacional,” in CELADE, La 
Politica de Poblacién en América Latina 1974-1978. Cuadernos de CELADE. 1 (157-171). 
San José, Costa Rica: Centro Latinoamericano de Demografia. 

Gonzalez Navarro, Moisés. 1974. Poblacién y Sociedad en México 1900-1970. Mexico City: 
Universidad Nacional Aut6énoma de México. 

Instituto Nacional de Estadistica, Geografia e Informatica (INEGI). 1991. Estadisticas 
Historicas de México. Mexico City. 

. 1992. Encuesta Nacional de la Dindmica Demogréfica. Mexico City. 

Kuznets, Simon. 1960. “Population change and aggregate output,” in Demographic and Eco- 
nomic Change in Developed Countries. NBER. Princeton: Princeton University Press. 

Ledent, J. 1982. “Rural—urban migration, urbanization and economic development,” Eco- 
nomic Development and Cultural Change 30: 507-538. 

Lenero, Luis. 1979. Valores Ideolégicos y las Politicas de Poblacién en México. Mexico City: 
Instituto Mexicano de Estudios Sociales. 

Lenero, Luis, P. Pindas, E. Brito, and L. Romero. 1975. Lideres y Politicas de Poblacién en 
Mexico. Identificacion de tipos y casos. Estudio de su opinion y accion real o potencial en 
cuanto a las politicas y programas de poblacién en México. Mexico City: Instituto Mexicano 
de Estudios Sociales. 

Lerner, Susana. 1970. “Informe del relator. Sesion 6. Politicas de Poblacién,” in Conferencia 
Regional Latinoamericana de Poblacién: Actas 2: 440-446. Mexico City: El Colegio de 
México. 

Loyo, Gilberto. 1960. La Poblacién de México: Estado Actual y Tendencias 1960-1980. Mexico 
City: Editorial Cultura. 

Marquez, Viviane. 1984. “El proceso social en la formacién de politicas. El caso de la 
planificacioén familiar en México,” Estudios Sociolégicos 2, no. 2-3: 309-333. 

McCoy, Terry L. 1974a. “Introduction,” in The Dynamics of Population Policy in Latin America, 
ed. Terry L. McCoy. Cambridge, MA: Ballinger Publishing Company, pp. xvii-xxvii. 

. 1974b. “A paradigmatic analysis of Mexican population policy,” in The Dynamics of 
Population Policy in Latin America, ed. Terry L. McCoy. Cambridge, MA: Ballinger Pub- 
lishing Company, pp. 377-408. 

Merrick, Thomas W. 1989. The Evolution and Impact of Policies on Fertility and Family Planning 
in Brazil, Colombia and Mexico. Washington, DC: Population Reference Bureau. 

Meyer, Lorenzo. 1974. “El Estado mexicano contempordaneo,” Historia Mexicana 23: 722-752. 

Nagel, J. S. 1978. “Mexico’s population policy turnaround,” Population Bulletin 33, no. 5 (De- 
cember): 1—40. 

Nortman, Dorthy L. 1985. Population and Family Planning Programs: A Compendium of Data 
through 1983. New York: Population Council. 

Palma Cabrera, Yolanda and Javier Sudrez Morales. 1994. “Diferencias regionales en la 
practica anticonceptiva,” Demos 7: 39-41. 

Paz, Leonor. 1993. “Fecundidad,” Demos 6: 6-8. 

Pick de Weiss, Susan, J. C. Hernandez, M. Alvarez, and R. Vernon. 1992. An Operational Test 
to Institutionalize Family Life Education in Secondary Schools in Mexico. Final Technical 


MEXICO’S POPULATION POLICY 191 


Report, Instituto Mexicano de Investigacién en Familia y Poblaci6n (IMIFAP) and the 
Population Council. Mexico City: Population Council. 

Pindas, Pablo. n.d. “Mexican leaders and population policy in Mexico,” doctoral disserta- 
tion, University of Minnesota. 

Prebisch, Ratil. 1970. “Intervenci6n del Dr. Raul Prebisch, Director General del Instituto 
Latinoamericano de Planificaci6n Econémica y Social,” in Conferencia Regional 
Latinoamericana de Poblacién. Mexico City: El Colegio de México. 

Purcell, Susan Kaufman. 1973. “Decision-making in an authoritarian regime: Theoretical 
implications from a Mexican case study,” World Politics 26: 1. 

Renaud, Bertrand. 1979. National Urbanization Policies in Developing Countries. Washington, 
DC: World Bank. 

Rogers, Andrei. 1982. “Sources of urban population growth and urbanization, 1950-2000: A 
demographic accounting,” Economic Development and Cultural Change 30: 483-506. 

Ross, John A., W. Parker Mauldin, and Vincent C. Miller. 1993. Family Planning and Popula- 
tion: A Compendium of International Statistics. New York: Population Council. 

Sandoval, Alfonso. 1994. Veinte Afios de Politica de Poblacién en México. Unpublished manu- 
script. Mexico City: Programa Latinoamericano de Actividades en Poblacion. 

Secretaria de Salud (SSA). 1990. Andlisis de Resultados del Programa Interinstitucional de 
Planificacién Familiar. Unpublished manuscript. Mexico City: Direccion General de 
Planificaci6n Familiar, Secretaria de Salud. 

. 1994. Norma Oficial Mexicana de los Servicios de Planificacién Familiar. Mexico City: 
Secretaria de Salud. 

Sen, Gita, Adrienne Germain, and Lincoln C. Chen. 1994. “Reconsidering population poli- 


cies: Ethics, development and strategies for change,” in Population Policies Reconsidered: 
Health, Empowerment, and Rights, ed. Gita Sen, Adrienne Germain, and Lincoln C. Chen. 
Boston: Harvard Center for Population and Development Studies, pp. 3-14. 

United Nations Fund for Population Activities (UNFPA). 1974. Bucharest Conference. Plan of 
Action. New York. 

. 1990. Inventory of Population Projects in Developing Countries Around the World 1988/ 
1989. New York. 

Urquidi, Victor L. 1972. “Hacia una politica de poblacién en México,” Plural (Suplemento, 
September): 29-31. 

. 1974. La Explosi6n Humana. Testimonios del Fondo. Mexico City: Fondo de Cultura 


Econémica. 

1989. “Poblacion, desarrollo, empleo: Problemas y perspectivas,” in Memorias de la 
Tercera Reunion Nacional Sobre la Investigacién Demogrdafica en México: Tomo I. Mexico 
City: Universidad Nacional Autonoma de México and Sociedad Mexicana de 
Demografia, pp. 37-46. 

Welti, Carlos. 1988. “Fecundidad,” Demos 1: 4-5. 


ANRUDH JAIN 


The Future of Population 
Policies 


What will be the long-range fate of the recommenda- 
tions contained in the ICPD Programme of Action? Will they have lasting ef- 
fects on the way population policies are articulated and implemented? The 
answer to this question requires speculative analysis. Such an attempt is made 
here, based on past experience in developing countries, especially in the four 
countries included in this book. 


THE ICPD MESSAGE 


Contained within the comprehensive document known as the Programme of 
Action, the main message for improving individual wellbeing comprises two 
elements: to provide contraceptive methods within broader reproductive 
health services, and to advance women’s equality in education, health, and eco- 
nomic opportunities. The ICPD document does net explicitly link these goals with 
the reduction of population growth rates. These public policies are justified in their 
own right, irrespective of their effectiveness in reducing fertility. 

Within the “fertility reduction” paradigm, these two elements are consonant 
with the determinants of unwanted and wanted childbearing. While fertility 
has declined under conditions of poor reproductive health and extreme gender 
disparities, the provision of contraceptive services within the context of repro- 
ductive health can be expected to reduce unwanted fertility, and movement 
toward gender equality can be expected to create conditions favorable for 
smaller families. 

There is a good match between what might be termed the women’s 
agenda and the agenda of those interested in reducing population growth, with 
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one major caveat. The women’s agenda treats reproductive health and gender 
equality as ends of public policies, whereas the population agenda could treat 
them both as means for population stabilization and as desirable consequences 
of population stabilization. 

Figure 6.1 sketches the typical pre-ICPD design of a population policy and 
contrasts it with what is desirable post-ICPD. In this view, a country’s family 
planning program is seen to move toward a reproductive health program.! 
Other elements included in family planning programs prior to ICPD, aimed at 
reducing desired family size or at reducing fertility without altering desired 
family size, are now replaced by policies oriented to reducing gender dispari- 
ties. Thus, one of the primary implications of ICPD for population policies is to 
shift the responsibility for reducing desired family size from a country’s fam- 
ily planning program to other sectors of development. This position is also 
consistent with various theories of fertility decline that postulate desired family 
size as a function of socioeconomic and institutional factors. 


Prospects for Success 


There are two reasons for optimism concerning the prospects for the accep- 
tance and implementation of the 1994 strategy: the comprehensive nature of 
the strategy and a strong alliance among those interested in improving 
women’s lives. 

First, the strategy implied by the main message of the ICPD is different 
from that implied by the slogan “Development is the best contraceptive,” 
coined at the 1974 conference. This slogan implied an exclusive focus on socio- 
economic development to usher in the demographic transition, whereas the 
ICPD strategy implies a more balanced, comprehensive, and humane approach 
to the reduction of fertility and population growth. The 1974 slogan led to a 
search for the most cost-effective way to reduce fertility and to a debate regard- 
ing development versus family planning as the most cost-effective way to re- 
duce fertility. The ICPD strategy should lead to a more coordinated approach that 
will optimize the synergistic effects of development, reproductive health, and fam- 
ily planning. 


Figure 6.1 Implications of the ICPD for population policies and 


programs 
Pre-ICPD Post-ICPD 
Family Planning Program ————» Reproductive Health Program* 
¢ Services and information ¢ Make use of contraception 
for contraceptive methods voluntary and safe 


nr a 


¢ Motivational message 
ore ¢ Reduce gender disparities in 


* Incentives section education, health, and 
e Targets economic opportunities 
¢ Coercion 


“See endnote 1. 


THE FUTURE OF POPULATION POLICIES 195 


Second, the 1974 conference implied indirectly the need to reduce class 
disparities by reducing the gap between the North and the South and, by im- 
plication, between the rich and the poor within a country. This recommenda- 
tion found little acceptance in the absence of an alliance across class 
boundaries, whether within or between countries. The 1994 recommendations 
have a better chance of success because of a strong alliance across gender, class, 
and geographic boundaries among those interested in improving the condi- 
tions of women. 

On the other hand, ICPD makes some very unrealistic demands on na- 
tional governments. The implementation of a broader population policy as 
embedded in ICPD recommendations would require a cross-sectoral approach 
to policymaking. Experience in policymaking with such an approach, however, 
has not been promising so far, either in the population field or in other fields. 
At least six factors would hamper implementation of such an approach in any 
setting. The extent to which these issues are resolved would determine the 
degree to which a broader population policy is implemented in a country and 
succeeds in reducing population growth and improving individual wellbeing. 
These factors are: 


1. Lack of conceptual clarity, 

2. Disagreement among academics and intellectuals, 
3. Concern about losing funds for family planning, 
4. Absence of effective bureaucratic structures, 

5. Lack of effective accountability mechanisms, and 
6. Waning role of government. 


Lack of Conceptual Clarity 


National governments and international agencies remain interested in reducing 
population growth in developing countries in order to improve prospects for 
economic development. A national government will rarely adopt a policy to re- 
duce fertility or population growth that is not in the self-interest of its leaders, 
that hinders progress toward economic development, or that is inconsistent 
with its ideology. In the 1974 articulation as well as the recommendations of the 
ICPD, the goal of reducing population growth is synonymous with the means 
propagated to achieve those goals—economic development in 1974, gender 
equality in 1994. Berelson (1978) articulated this linkage as follows: 


[T]he objective of the whole exercise is to expedite that [fertility] reduction in or- 
der to hasten development; so recommending the latter as a way to achieve the 


former rather misses the point. (p. 607) 


The broadened population policy as embedded in the ICPD recommenda- 
tions argues for the adoption of development policies that would reduce gen- 
der disparities in health, education, and economic opportunities. This would 
require implementation of gender-sensitive social and economic policies. 
Hence, in order for gender-sensitive policies to be implemented, the reduction 
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of gender disparities would need to become a primary goal of mainstream 
development. The objective of each sector of development—education, health, 
human resources—would need to be redefined in terms of improving gender 
equality. While there is some agreement about the desirability of this shift in 
the goal of development among advocates of women’s issues and population 
issues, its widespread adoption by population professionals would require 
empirical evidence to demonstrate that the improvement in gender equality is 
the most cost-effective way to reduce fertility (see, e.g., Basu 1997); and its 
adoption by development professionals would require empirical studies to 
demonstrate its contribution to economic development. Even so, the goal of re- 
ducing population growth becomes synonymous with the means to achieve 
those goals. The issue of feasibility aside, more problematic is the competition 
created by this overlap between means and ends among various sectors of de- 
velopment for resources previously allocated solely to reducing population 
growth and fertility. 


Disagreement Among Academics and Intellectuals 


There is little agreement among academics and intellectuals about the relative 
importance for fertility reduction of various policy responses: diffusion versus 
development, social versus economic development, female education versus 
gender equality in education, gender versus class equality, female education 
versus infant and child mortality versus family planning. To achieve agreement 
on such issues requires comparisons of relative fertility-reducing effects of in- 
vestments in such sectors as agriculture, education, health, and family plan- 
ning. Following the 1974 conference, Simmons (1979) compared the marginal 
impact of expenditures on alternative interventions to reduce fertility and 
found that the direct route of family planning programs is more cost-effective 
than the indirect route of development programs. More recently, Summers 
(1992) found investments in education to be more cost-effective than invest- 
ments in family planning. 

Such comparisons, however, assume independence between the two types 
of interventions, which is not the case. The cost estimates of births averted 
through family planning programs assume that these programs will be equally 
successful in averting births irrespective of whether or not women want to 
regulate their fertility, which is not the case. The cost estimates of birth averted 
through education similarly ignore the lag between the investment in educa- 
tion and the time when its fertility-reducing effect would materialize. The in- 
vestment in education in high-fertility societies will have little or no effect on 
the fertility behavior of those women who are already in their reproductive 
period, while family planning does. The effect of investment in education on fer- 
tility is likely to be felt when girls who are now of school-going age enter their 
reproductive period in about ten years (see Jain 1982 and 1998). The propo- 
nents of the education approach are silent on the government’s role during this 
time lag with respect to women who are already in their reproductive period. 
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Even if the importance for fertility reduction of improving education is 
demonstrated, second-order questions have to be addressed: whether improve- 
ment in female education is more important than reduction in gender dispar- 
ity in education; whether investment in broadbased primary education should 
be recommended over a narrower program of secondary education; whether 
adult out-of-school education is to be preferred to classroom education; and 
whether to invest in improving the quality of education at the expense of ex- 
panding access to educational facilities.» Depending upon the answers, not 
only would additional resources be required for the education sector, but re- 
sources within that sector would have to be allocated differently in order to en- 
hance the fertility-reducing effect of investment in education. Neither of the 
two strategies is popular; lobbies within the education sector do not like a shift 
in resources from higher to lower-level education, and the proponents of family 
planning programs worry that additional resources allocated to education for fer- 
tility reduction could have been allocated to family planning programs. 


Concern About Losing Funds for Family Planning Programs 


Public programs have to compete with one another for funds. Since money for 
family planning programs is raised on the basis of their effects on reducing fer- 
tility, any additional funding for the education sector, for example, could be in- 
terpreted as an argument for the transfer of funds from family planning 
programs. Proponents of such programs would remain concerned that addi- 
tional resources for female education or reproductive health could mean a re- 
duction of resources for family planning (see, for example, Caldwell 1997). 


Absence of Effective Bureaucratic Structures 


The bureaucracies of national governments and of donor agencies are divided 
into various branches, each with its own mandate, constituency, and budget. A 
policy concerned with reducing population growth and fertility is imple- 
mented mainly through a single government department or ministry, while 
gender-sensitive social and economic policies are implemented by other de- 
partments and ministries. Thus agencies responsible for population stabiliza- 
tion or fertility reduction have neither control nor influence over most of the 
development expenditures that would be required to create conditions favor- 
able for small families. 

Within the United Nations system, UNFPA has little influence over the re- 
sources allocated for improving child health, female education, or economic 
opportunities for women. Similarly, the Office of Population within USAID and 
the departments of family planning or population control in other national 
governments have no leverage over the allocation of funds required to em- 
power women to exercise their reproductive choices voluntarily. 

Consequently, when discussion occurs between a donor and a government 
about issues related to population policy, it takes place between the department 
of family planning and the officer in charge of population within the donor 
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organization. This limits the scope of discussion to the issues related to service 
delivery. The implementation of a broader population policy would require 
that such discussions take place between parties responsible for the entire de- 
velopment process. It would then be possible to place the need to implement 
gender-sensitive social and economic policies on the agenda of both groups— 
those interested in reducing population growth and those interested in eco- 
nomic development. | 


Lack of Effective Accountability Mechanisms 


There is no bureaucratic mechanism to ensure that development policies ad- 
here to the goal of reducing gender inequality and other disparities in a society. 
A department of the government assigned to implement the family planning 
program cannot ensure that development policies pay adequate attention to 
the reduction of gender disparities and allocate resources required to improve 
female education and women’s economic opportunities. Similar bureaucratic 
problems exist within the UN system and other major donor agencies. 

The implementation of a broader population policy would require a 
watchdog organization within national and international agencies to ensure 
that other ministries modify their policies and programs and examine the ef- 
fects of these programs on gender equality and family-size preferences. It is not 
certain whether any existing organization within the national and international 
bureaucracies can play this role. It is also not clear whether a new bureaucratic 
structure would be more effective than existing ones. Perhaps community-level 
entities, including women’s groups, can evolve into watchdog institutions to en- 
sure accountability in public policies and expenditure, at least at the local level. 

The research community can also contribute to the accountability process 
by monitoring and evaluating development programs. While investment in de- 
velopment sectors can be justified on the basis of their non-demographic effects 
alone—for example improved education, improved health, economic growth— 
the effect of these policies and programs on gender disparity needs to be exam- 
ined in order for these policies to be modified. Moreover, the effect of 
sector-specific policies and programs on improving gender equality in educa- 
tion, health, and economic conditions needs to be monitored regularly in order 
for these sectors to be accountable for improving gender equality. 


Waning Role of Government in Social Engineering 


Beyond the issues of resource mobilization and allocation, and realignment of 
turf between various sectors of development, the effective implementation of a 
broader population policy intended to reduce gender disparity and to improve 
reproductive health assumes a strong role of the government in people’s lives. 
Yet the role of government in social engineering starts waning as developing coun- 
tries shift from centrally planned or mixed economies to market economies. More- 
over, what can be expected realistically from a government as these shifts take 
place needs to be examined and revised accordingly. Under the socialist pattern 
of development, governments were expected to provide almost everything—edu- 
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cation, food, water, transport—to the population. The entire UN system is also 
built upon the same premise—a strong role of national governments. 

But is a strong role for government desirable or even feasible in the area of 
social engineering? The importance of these issues for population policies will 
increase over time as developing countries shift to market economies. How 
gender disparity can be reduced under these changing circumstances is an is- 
sue that needs to be addressed by both population and development profes- 
sionals. Although a government’s commitment to the ideal of equality of 
opportunity is essential, it is equally necessary to achieve the commitment of 
the private sector to the ideal of offering equal opportunities to all individuals 
irrespective of gender, race, religion, caste, or tribe. 


PRACTICAL STRATEGIES 


Population policies in developing countries have often been equated with fam- 
ily planning programs. The implementation of the ICPD agenda would blur 
the distinction between population, health, and development. The problem is 
both semantic and real. It is semantic because the word “population” at the 
policy level is replaced by “family planning” at the implementation or program 
level. It is real because the sole responsibility for implementing a population 
policy is assigned to one department of the government, while the actual 
implementation of a population policy cuts across various departments and 
ministries, each with its own mandate, budget, and constituency. In this sense, 
a family planning policy could be implemented effectively through a family 
planning program; but neither a population policy nor a fertility-reduction 
policy could be implemented in this manner. 

The relationships between a population policy, a family planning pro- 
gram, and reproductive health can be examined under various scenarios, three 
of which are discussed here. The first scenario is to retain the narrow interpre- 
tation of population policy as fertility reduction through family planning pro- 
grams. The second is to equate population policy with a reproductive health 
policy, and to expand the scope of family planning programs to incorporate all 
reproductive health services. The third scenario is to equate population policy 
with a development policy, and to further expand the arena of population ac- 
tivities to influence all sectors of development. 

How far a country’s population sector will move from the pre-ICPD situ- 
ation will depend upon the basis on which resources for the population sector 
are mobilized and the way these funds are allocated. 

The overriding intent of national governments and international donors in 
allocating funds to the population sector has been to reduce fertility and popu- 
lation growth. If that continues to be the case, it would be difficult to move beyond 
the pre-ICPD situation at the program level, unless a shift of emphasis toward re- 
productive health is demonstrated to be a cost-effective way to reduce fertility. 

Equating population policy with a reproductive health policy is likely to 
result in problems of resource mobilization and allocation, especially in an era 
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of prioritization of public health services. While improvement in the reproduc- 
tive health of individuals through provision of reproductive health services is 
a laudable goal, a second generation of important issues will have to be ad- 
dressed. These issues include: which ministry or department should provide 
and pay for reproductive health services and why? how should it provide these 
services? and should family planning programs be equated with or replaced by 
reproductive health programs? . 

The reproductive health approach is driven by individual rights and well- 
being. The implementation of programs according to this vision will depend 
upon the extent to which governments and donors subscribe to these ideals 
and start allocating funds to these programs on the basis of individual well- 
being. In cases where funds for reproductive health programs are allocated for 
the purpose of reducing fertility, the addition of specific reproductive health 
services to the ongoing service delivery program would have to be justified on 
the basis of its contribution to fertility reduction. Moreover, to ensure sustained 
interest in the improvement of reproductive health, this approach has to be de- 
monstrably more cost-effective than the delivery of contraceptives alone in 
terms of fertility reduction. 

Equating population policy with a development policy would mean that 
either population is subsumed within development or development is sub- 
sumed within population. The first alternative will not be accepted by the 
population field for fear of population issues getting a low priority and family 
planning programs losing funds. The second alternative implies that the popu- 
lation problem is treated as the principal problem, which is like putting the cart 
before the horse. This premise is most unlikely to be accepted by those who 
control resources for development, especially since fertility has declined and 
continues to decline under various conditions, including economic hardship, 
extreme gender disparity, and adverse reproductive health. 

What is a practical strategy for the population field and, in particular, for 
those who remain interested in the reduction of population growth and fertil- 
ity? First, we need to avoid semantic problems by making a distinction be- 
tween a policy and a program, and by making the objective of a policy 
consistent with the design and the main criteria of evaluating the success or failure 
of the corresponding program. At the policy level, we need to distinguish be- 
tween “population,” “fertility-reduction,” “reproductive health,” and “family 
planning” policies. At the program level, we then need to recognize that a fam- 
ily planning policy can be implemented through a family planning program and 
that it will contribute to the reduction of population growth and fertility by re- 
ducing unwanted childbearing. But the implementation of a fertility-reduction 
policy would require the involvement of other sectors of development in re- 
ducing gender and other disparities rather than in the delivery of contraceptive 
services. Thus, a lack of progress toward fertility reduction in a country might 
reflect not only the ineffectiveness of its family planning program in reducing 
unwanted childbearing but also a lack of progress made by the other sectors of 

development in creating conditions conducive for small families. 
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Second, we need to recognize that the delivery of reproductive health ser- 
vices cannot become the sole responsibility of family planning programs. Re- 
productive health advocates will have to work with both family planning and 
health departments to ensure that a complete package of reproductive health 
services is delivered. One way to accomplish this goal is to advocate that those 
reproductive health services that interact directly with the reduction of un- 
wanted childbearing are paid for and delivered through family planning pro- 
grams, while other aspects of reproductive health become the responsibility of 
health programs. In this case the purpose of family planning programs would 
have to be revised from the reduction of total fertility to the reduction of un- 
wanted childbearing in a healthful manner. The addition of the phrase “in a 
healthful manner” explicitly to the purpose of family planning programs implies 
that these programs pay attention to the reduction of morbidity associated with 
individual efforts to reduce unwanted childbearing. The criteria of program suc- 
cess or failure would be revised from changes in indicators such as total fertility to 
changes in an indicator such as HARI—an acronym for Helping individuals 
Achieve their Reproductive Intentions (see Jain and Bruce 1994). 

Third, we need to define the goal of a fertility-reduction policy and of a 
population policy explicitly in terms of improvements in individual wellbeing 
through a reduction in fertility and population growth. This would mean that 
we take a public stand against those government activities oriented to reducing 
fertility that are not consistent with the overall objective of improving indi- 
vidual wellbeing. 

Above all, we need to advocate publicly for these changes in policymak- 
ing, program implementation, and evaluation. We need to give as much atten- 
tion to the qualitative issues of people’s lives as we give to the quantitative 
issues of population size and the growth rate. We need to think of population 
issues as one aspect of a social reform movement for improving individual 
wellbeing, and we need to establish stronger ties with other social reform 
movements, including but not limited to the feminist movement. A stronger al- 
liance among various social reform movements should result in better public 
policies that reduce gender and other disparities. 


Notes 


1 The delivery of contraceptives is and 
would remain a central focus of reproduc- 
tive health programs, which would consist 
of many other services (for the outline of a 
comprehensive reproductive health pro- 
gram, see, €.g., Pachauri 1995). However, a 
family planning program cannot be simply 
renamed a reproductive health program with- 
out, at a minimum, making the use of contra- 
ception voluntary and safe (Jain 1995). This 


does not mean that other services required to 
improve reproductive health are unimportant. 


2 Addressing these types of issues 
does not require comparisons of potential 
fertility-reducing effects of activities across 
sectors but would require comparisons of 
these effects among various options within a 
sector (see Jain 1982). 
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